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The question of the tuberculous etiology of lupus erythematosus has 
created an extensive controversial literature. As a result of a clinico- 
pathologic study of approximately 20 cases of lupus erythematosus 
which came to necropsy, I was impressed by the lack of evidence of 
active tuberculosis in the modern sense. Among European dermatolo- 
vists there is still a difference of opinion. In general, the French, 
\ustrian and Swiss observers have attributed the disease to tuberculosis, 
whereas the English have stressed the role of the streptococcus. The 
German school favors the conservative theory of multiple etiology advo- 
cated by Jadassohn. American dermatologists are divided in their opin- 
ions, as was demonstrated by a recent discussion.’ 

In studying the reported necropsies, I found that only 20 per cent 
of 125 postmortem examinations performed on patients with lupus 


erythematosus showed active or possibly active tuberculosis (bibli- 


in contrast with the much higher frequency of association 


graphy ), 
In order to make clear 


recorded by others (as high as 95 per cent). 
the criteria used in arriving at the figure given, it is proposed: (1) 
lescribe the present concept of tuberculosis in some of its aspects, these 
lata to be considered as constituting the criteria of active tuberculosis, 
nd (2) to apply these data in the analysis of cases in the literature 


to 


in which tuberculosis is presumed to have been the primary pathologic 
factor. 
THE PRESENT CONCEPT OF TUBERCULOSIS 

Since many of the postmortem examinations had been reported 
fore the work of Albrecht, Ghon, Ranke and Puhl, the distinction 
between active and inactive tuberculosis was not recognized. Puhl 
1922), in a series of 131 patients studied consecutively, who had 
lied of various diseases (of which active tuberculosis constituted 
26 per cent) found evidence of tuberculous infection in 97 per cent of 
he adults in the form of the primary complex (a subpleural focus of 


From the dermatologic service of Dr. I. Rosen, Mount Sinai Hospital. 
1. Discussion of Mook, W. H.; Weiss, R. S., and Bromberg, L. K.: Lupus 
thematosus Disseminatus, Arch. Dermat. & Syph. 24:786 (Nov.) 1931. 
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infection with involvement of the corresponding lymph node). This 
figure, corroborated by other authorities, is probably not so high for 
postmortem observations in the United States. While the presence of 
the primary complex may at times be difficult to demonstrate, onl) 
4 adults in Puhl’s series had apparently escaped such infection. 
Furthermore, in 6 of his patients the primary infection in the lungs 
was still in the state of dry caseation and had not progressed to the 
characteristic stage of calcification and ossification. The corresponding 
lymph nodes were involved in 87.1 per cent of the cases, the discrepancy, 
according to Puhl, resulting from insufficient search. Usually the 
primary pulmonary infection was subpleural in location, but occasionall) 
it was much deeper. From this evidence, it becomes clear that: 

1. Tuberculous infection is almost universal, very few adults 
escaping it. Healed tuberculous foci are often incidentally found at 
necropsy in patients who died from other causes. 

2. Tuberculous infection is not necessarily synonymous with active 
tuberculous disease. 

It is not always a simple matter to judge the activity of a tubercu- 
lous process from macroscopic or microscopic appearances. Neverthe- 
less, the histologic criteria described by Ranke (1928) afford a working 
basis, at least, whereby activity in lymph nodes may be judged. The 
importance of this work becomes apparent when one seeks to analyze 
the necropsy material from persons with lupus erythematosus in whose 
cases a diagnosis of active tuberculosis was made principally on the 
basis of evidence found in lymph nodes. 

Generally, in the primary complex, the lymph nodes are not com- 


pletely involved by the tuberculous process. Pathologically, areas of 


caseation of varying size, each surrounded by a zone of epithelioid cells, 
are characteristically found (proliferative tendency). Lymphocytes are 
relatively uncommon in these foci; giant cells are occasionally seen 
A minimum of inflammatory reaction around these caseous areas 
(so-called perifocal inflammation) constitutes the striking feature. 
Certain major differences occur when the activity of the lymph nodes 
becomes disturbed during periods of stress, for instance, at puberty. 
At this time the picture changes greatly: The areas of caseation 
increase in number; the ring of epithelioid cells is no longer recog- 
nizable ; the perifocal inflammation increases markedly, as is evidenced 
by collections of lymphocytes around engorged vessels; the signs of 
exudation of fluid are evident; periadenitis is present as an extension 
of the process and accounts for the matting of glands; the areas 
of caseation may encroach on the bronchus and erode its cartilage, 
causing intracanalicular bronchopneumonia, followed by death. The 
adventitia and media of adjacent vessels may become involved by th 
caseating process, while the intima may proliferate secondarily. 
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Lymphocytes are seen to invade foci of caseation. Nuclear frag- 


mentation within these zones is a characteristic feature. Giant cells are 
noted only occasionally. In other words, the toxic component is far 
more important than the foreign body reaction. From the foregoing 
description one can easily understand how a lymph node may break 
into a bronchus and how the tuberculous process may spread through 
the blood channels and the lymphatics. Such a histologic picture may 
be taken to indicate activity in the secondary stage (scrofula of 
Aschoff). On the other hand, even after the spread has occurred, 
healing may take place, with corresponding histopathologic changes 
which need not be discussed. From a consideration of the pathologic 
changes one can see that caseation per se is not to be taken as the 
criterion of activity, except when it is of a certain type and is accom- 
panied by other prominent changes. 

As very few cases of active pulmonary tuberculosis associated with 
lupus erythematosus have been reported (except in the French litera- 
ture), this aspect of the subject need not be discussed. It may, however, 
be stated that a primary subpleural infection does not imply tuberculous 
activity, since its presence can be established in over 90 per cent of all 
persons, that fibrous scars or old adhesions at the apexes of the lungs 
are far from indicating active disease and that apical rales do not 
necessarily mean tuberculosis. Pleurisy may occur apart from tuber- 
culosis. Scars in the neck are only suggestive of previous scrofulous 
glands. A family history of contact is not necessarily diagnostic of 
tuberculosis. The theory of the tuberculous etiology of lupus erythema- 
tosus rests, in great part, on such indefinite criteria. It is today widely 
accepted that active tuberculosis of the lymph nodes is a disease char- 
acteristic of children and adolescents, whereas pulmonary tuberculosis 
is almost exclusively confined to adults. These are general rules (with 
occasional exceptions) which apply to races exposed to tuberculosis for 
centuries and should certainly be true of the urban population abroad. 
When, however, adults of previously unexposed races come in contact 
with the tubercle bacillus, they seem to contract a virulent form of 
infection which runs a course similar to that of the glandular tubercu- 
losis of children. Observations made during the World War have 
mply proved this fact. In Mount Sinai Hospital, tuberculosis of the 
lvmph nodes occurring in adults is almost entirely restricted to Negroes 
nd Porto Ricans, whose progenitors have relatively recently acquired 

mtact with the tubercle bacillus. Finally, areas of central softening 
nd so-called caseation have been noted in the frequently enlarged 
mph nodes in acute lupus erythematosus without, however, any accom- 
nying histologic evidence of tuberculosis (Roberts [1911], Fiullen- 

[1926], Volk [1928], Kren [1905], Gennerich [1922] and others). 


several instances tubercle bacilli have been absent from such foci, as 
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well as from areas of softening in the viscera, so that any suspicion of 
acute tuberculous septicemia can be definitely eliminated. In some of 
these cases animal experiments were performed, with negative results. 


POSTMORTEM EVIDENCE 

Only necropsies in which tuberculosis is presumed to have played a 
direct etiologic role will be discussed. While this approach may have 
its limitations, its advantage over purely clinical diagnosis is obvious. 
As has been previously stated, most of the studies of necropsy material 
antedate the present accepted concept of tuberculosis. Much of the 
material has been incompletely studied. I have, in general, not included 
cases which were reported in the transactions of dermatologic societies, 
as the data given are usually too fragmentary for my purpose and may 
be, in some instances, more completely described elsewhere. A number 
of other cases have also been excluded for similar reasons. The sum- 
mary will be based on 125 necropsies the classification of which may be 
found in the bibliography. 

Sefore analyzing the cases, several points should be mentioned. 
First, nearly all the necropsies which have been excluded were those of 
patients free from tuberculosis. To dispense with these cases is not 
unjust to the theory of the tuberculous etiology. Second, the adherents 
of this theory always object to the results of the postmortem examina- 
tions on the ground that it is not possible to examine every square 
inch of lung or lymph node. To my mind, this objection is not valid, 
since most of the patients died within several weeks or months after the 
onset of lupus erythematosus. If tuberculosis were the cause, one would 


reasonably expect some evidence of it at necropsy. It is possible for a 


tuberculous infection to heal during such a chronic process as the discoid 
form of lupus erythematosus, but it is unreasonable to expect complete 
healing in the acute phase of lupus erythematosus, particularly if tuber 
culosis is the cause of the acute process. Occasionally the concept of 
typhobacillosis (Landouzy) is invoked in order to explain the absence 
of obvious tuberculosis, a subject which will be discussed subsequently. 
Third, the possibility that an acute process like the d’emblée type may 
cause a flare-up of old tuberculosis is mentioned for consideration. At 
times one may find at necropsy an acute terminal spread of tuberculosis, 
even with dissemination, in patients who die from other demonstrable 
causes. Why this should happen is not definitely known, but it is con 
ceivable that lowered resistance may be a factor and that the spread may 
be analogous to the occasional antemortem spread of other bacteria 
Fourth, the acute d’emblée type is classified in this paper as a variety 
of lupus erythematosus, although there are some who would consider 
it a disease sui generis. The subacute type is included in the general 
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rroup of acute lupus erythematosus; I believe that the only difference 
between these two lies in the duration of the clinical course. Finally, 
it is necessary occasionally to use one’s own judgment in the classifi- 
cation of certain cases, the data presented being insufficient to permit 
their absolute disposal in one category or another. 

In about 50 cases of lupus erythematosus which came to necropsy, 
tuberculosis was found. In my opinion, most of these were cases 
of lupus erythematosus with incidental inactive tuberculosis in the 
modern sense. In order to avoid repetition, only the more important 
cases will be discussed as types. The difficulties encountered in the 


interpretation of reports of postmortem examinations in which the data 


are not as complete as one might desire are obvious. Nevertheless, a 
sufficient number of autopsies have been reported to permit the draw- 


ing of definite conclusions. 


Cases in Which Active Tuberculosis Was Claimed to Be Present.—In the first 
case reported by Kraus and Bohaé (1908), the patient was jaundiced, and bilateral 
pneumonia was found post mortem. In addition, a diagnosis of chronic tuber- 
culosis of the cervical, axillary and inguinal glands was made without any micro- 
scopic studies. Acute lunus erythematosus of five months’ duration cannot be 
accurately linked with “chronic tuberculosis.” A similar opinion may be held for 
the seventh case reported by these authors. Their sixth case is labeled morbus 
addisonii because of the presence of chronic inflammatory changes in the supra- 
renal glands. Kraus and Boha¢ considered tuberculosis to be inactive as a patho- 
logic factor. They concluded that the lupus erythematosus was caused by the 
pneumonic process and believed that Bacillus influenzae (found in 3 of their 
patients) or its toxin was the etiologic factor. 

Mebert’s case (1908) illustrates the type of postmortem observations on which 
exponents of the tuberculous theory would base a diagnosis of bona fide active 
tuberculosis. The patient, a girl, aged 17, died several months after the onset 
of subacute lupus erythematosus. At postmortem examination, pneumonia of the 
left lower lobe, pulmonary edema, pleurisy and swollen tracheobronchial, retro- 
peritoneal and mesenteric lymph nodes were found. In addition, “old tuberculosis 

the peritracheal glands” was noted. Mebert assumed that the acute swelling 

the lymph nodes was caused by tuberculosis, but microscopic examination was 
ot made. As has been previously mentioned, one of the characteristic findings 
acute lupus erythematosus is the presence of enlarged lymph glands which may 
show areas of softening zrossly and a nonspecific irritative inflammation micro- 
opically. Animal experiments in this case gave negative results. 

The report of Reitmann and von Zumbusch (1910) illustrates other aspects 

the problem. In their first case, they found bilateral old tuberculosis at the 
pexes of the lungs and old scarred ulcers in the cecum and ascending colon. In 
their second case a calcified tuberculous lesion at the left apex is mentioned in 
iddition to widespread bronchopneumonia and subacute parenchymatous nephritis. 


Chronic pulmonary tuberculosis is mentioned in their fourth case. The observations 


1 


these cases may be regarded as indicative of coincidental and inactive tuber- 
sis. The observations in their third case are more difficult to evaluate, as 
old tuberculosis of the bronchial nodes, caseous glands in the submaxillary 
rion and tuberculosis of the spleen were found, in addition to chronic parenchy- 
atous nephritis. The clinical cause of death was uremia. No details of the 
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microscopic examination are given. The authors stated that, in their cases, tuber- 
culosis was never severe enough to affect the course. In their sixth case, the 
pathologic factor of tuberculosis was completely lacking. In a later publication, 
von Zumbusch reported 3 additional cases, with 1 postmortem examination in 
which he denied that tuberculosis was the etiologic factor. 

The case reported by Roberts (1911) brings up several interesting points. It 
concerns a woman, aged 20, with a remarkable history of tuberculosis in six or 
seven members of the family. Her entire illness lasted eight months. At post- 
mortem examination the mesenteric lymph nodes were described as revealing “old 
caseous tuberculosis,’ while some of the smaller nodes showed signs of recent 
tuberculosis. Yet, surprisingly, microscopic examination gave negative results for 
tuberculosis, including the recent formation of tubercles. This strikingly illustrates 
the necessity of microscopy to corroborate diagnoses based on gross examination 
and demonstrates the difficulty of evaluating the evidence in cases in which the 
diagnosis is made only on the gross appearance without realizing that foci of 
softening with no relationship to tuberculosis may occur in various organs. 

In the report of Low, Logan and Rutherford (1920), laryngeal diphtheria 
was cited as the cause of death. In the protocol of the postmortem examination, 
mention was made of acute bronchitis, bronchopneumonia, tuberculosis of the 
mediastinal lymph nodes, a fibroid nodule in the right lung and tuberculosis of 
the mesenteric glands with ulcerative changes in the ileum and cecum. When the 
details are studied more carefully, however, one finds that only old inactive tuber- 
culosis has been described. The authors stated their opinion concisely: “This 
case undoubtedly suffered from fairly extensive chronic tuberculous lesions, but 
not any more extensive than are frequently seen in patients dying of other infec- 
tions.” 

Klingmiller’s (1921) first case is of great interest. The protocol of the post- 
mortem examination described chronic indurative tuberculosis of both lungs and 
tuberculous ulcers of the small and large intestines, associated with miliary dis- 
semination in the internal organs. The author commented on the apparent paradox 
that as the tuberculosis became widespread, the discoid lesions healed. For this 
reason he hesitated to accept tuberculosis as the etiologic factor, realizing, of 
course, that in severe forms of the disease there may be a change in the ability of 
the skin to react, for instance, to tuberculin. In this case, at least, evidence of 
active tuberculosis seems fairly clear, although one would hesitate to accept the 


relationship as that of cause and effect. It is within the realm of possibility that 


the chronic discoid lupus erythematosus of seven years’ duration could have started 
at a time when the tuberculous foci were inactive and that the actual active dis- 
semination took place later as an independent event. As this point is speculative, 
I shall include this case in the category of associated active tuberculosis. In 
Klingmiilier’s second case, one of acute lupus erythematosus, there was no evidence 
of tuberculosis, either recent or old. 

Gennerich stated, in 1922, that, in addition to pneumonia and pleurisy, caseous 
and calcifying cervical, bronchial and mesenteric lymph glands were found in his 
case. Again microscopic studies failed to reveal either tuberculous structure or 
tubercle bacilli. To this central softening, on which Gennerich based his theory 
that lupus erythematosus is caused by the liberation of lymphocytic ferments, he 
would also attribute the 4 plus Wassermann reaction obtained in his case. This 
theory has never been confirmed. 

Ehrmann and Falkenstein, the well known exponents of the theory of tl 
tuberculous etiology of lupus erythematosus, reported (1922) a number of cases 


to support their view, but only 2 necropsies were recorded. In their first cas« 
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of acute lupus erythematosus, the protocol of the postmortem examination 
described, in addition to bilateral pneumonia, a hilar node with a calcified focus 
and another hilar node with “caseous progressive” tuberculosis. The report of 
the histologic examination of the hilar nodes gives one no clear ground for regard- 
ing the observations as indicative of “progressive” tuberculosis. Biopsy of tissue 
taken from an epitrochlear gland revealed desquamative catarrh, which may be 
considered nonspecific, since it is found in other conditions. The lungs were entirely 
free from evidence of tuberculosis. The second case reported by Ehrmann and 
Falkenstein showed many caseous glands at necropsy and is classed in the category 
of associated active tuberculosis in view of the presence of amyloidosis of the 
viscera. That the Viennese school should have been impressed by the association 
f lupus erythematosus with tuberculosis is not surprising when one remembers 
that the clinically severe forms of tuberculosis, including miliary dissemination 
(morbus viennensis), are seen more frequently in Vienna than elsewhere. This 
is the probable explanation, I believe, for the greater number of reports of associ- 
ated tuberculosis by members of this school. 

Keefer and Felty, in 1924, reported the observations at necropsy in 2 Negresses 
who suffered from acute lupus erythematosus. Analysis of the first case reveals 
data which seem to be unclear. The patient, aged 36, had had an axillary node 
removed during life which histologically presented a nonspecific chronic inflamma- 
tion. A suspension of tissue from this node, on injection into a rabbit’s testicle, 
produced caseous tuberculosis within two weeks, with acid-fast bacilli which were 
demonstrable by staining. Later, at postmortem examination, a suspension of tissue 
from another axillary node was injected into several guinea-pigs, and a “strain of 
tubercle bacilli was isolated. The strain was shown to be of the human type by 
its failure to infect rabbits.” Hence there apparently existed in this patient two 
types of tubercle bacilli. The generalized lymphadenopathy found at necropsy 
was negative for tuberculosis on gross examination, except for a tiny focus in 
one axillary node. Microscopically, the glands were found to be negative through- 
out, except for the one described, which proved to have a cluster of tubercles, 
partly fibrous and partly caseous. In the second case reported by Keefér and 
Felty, there was a clinical picture of bronchcpneumonia and renal involvement 
post mortem (the figure for the blood urea was not given). Grossly, the retro- 
peritoneal, pelvic and inguinal glands were enlarged, and on section most of the 
glands showed scattered tubercles and large areas of caseation surrounded by 
hemorrhagic adenoid tissue. Microscopically, the retroperitoneal lymph nodes 
revealed marked tuberculosis, with large areas of caseation and many giant cells 
In their clinical analysis, the authors stated that “a few small lymph nodes con- 
tained tubercles, but, in no instance, were there extensive tuberculous lesions.” 
Further, they quoted a number of observers who had found tubercle bacilli in 
lymphadenoid tissue without any evidence of tuberculosis histologically, and they 
suggested that this latency may in some way be linked with the presence of the 
disseminated lupus erythematosus. These 2 cases will be considered as showing 

tive tuberculosis. 

Schaumann’s 3 cases (1926) may be briefly dismissed. In the 

is probably describing a primary complex. In the second, 

us near the surface in one lung, with a corresponding 

gain an excellent description of a primary complex. Fi 


he account is too vague to give reasonable evidence of active tuber 


ory that lupus erythematosus is a lymphogranuloma similar to H 
but of tuberculous origin has never been confirmed 
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The case of Bloch and Ramel (1924) is frequently cited. It concerns a womau, 
aged 38, whose mother and brother had died of tuberculosis and who, twelve years 
before admission to the hospital, had an attack of pleurisy. She had been ir 
fairly good health since then. Acute lupus erythematosus d’emblée finally devei 
oped, from which the patient died shortly after the onset. A diagnosis of tuber- 
culosis had been confidently made on the evidence of rales in the lungs and a 
roentgenogram which showed fibrous tuberculosis at the apexes associated with cal- 
cified foci in the hilar regions. To the great surprise of the observers, the necropsy 
failed to reveal any signs of active tuberculosis. Only lobular hemorrhagic pneu- 
monia and pleurisy were found in addition to fibrous and calcified foci in both 
apexes of the lungs, calcification of the right cervical lymph node and large 
kidneys. These observations did not support the diagnosis of active tuberculosis, 
according to the pathologist. Nevertheless, twelve guinea-pigs were inoculated 
with suspensions of subcutaneous tissue; eight of these died from purulent proc- 
esses which were nontuberculous in origin. The other guinea-pigs remained 
healthy. This case is recorded because of the results of the inoculation of 10 cc. 
of blood into each of two guinea-pigs about three weeks before the death of the 
patient. A careful perusal of the report of the histologic examination of the lymph 
nodes and viscera of these guinea-pigs reveals data which, in my opinion, are 
inconclusive for the diagnosis of tuberculosis. Bloch and Ramel suggested the 
time-honored concept of a biologically modified tubercle bacillus as the etiologic 
factor in this case. They believed that the organism was derived from the apical 
foci. The description, however, reads like that of old inactive tuberculosis. In 
short, tubercle bacilli were not conclusively demonstrated intravitally in this 
patient. At autopsy no evidence of active tuberculosis was present, according to 
the pathologist. 

In the case reported by Schmidt-La Baume (1929), in which I had the oppor- 


tunity to see the protocol of the postmortem examination and the microscopic 
sections, necropsy showed a small encapsulated fibrosed focus in the upper lobe 
of the right lung and calcified cecal glands. The latter, on microscopic study, 
revealed isolated old fibrous tubercles. The mildness of the tuberculosis could 
not explain the rapid course and the marked anemia (46 per cent hemoglobin), 
and consequently it was assumed that toxemic products originating in the skin 
were responsible. This explanation is untenable, but the case is quoted to demon- 


strate the interpretation of such findings. 

Mook, Weiss and Bromberg, in 1931, reported 2 cases in which the question 
of tuberculosis comes into consideration. In the first case, calcified tuberculous 
foci were found in the lungs and tracheobronchial glands, and the hilar lymph 
nodes contained old calcified and caseous tuberculous lesions. Inoculation of 
animals with cutaneous tissue gave negative results, but inoculation with tissue 
from the lungs and lymph nodes caused tuberculosis in guinea-pigs. Is this to be 
considered evidence in favor of active tuberculosis? I agree with the following 
statement made by the authors: “We succeeded in cultivating a human strain of 
tubercle bacillus from the pulmonary tissue and mediastinal lymph nodes in one 
case. The tissues were calcified foci of latent tuberculosis. This had previously 
been done by others, and we do not attach any etiologic significance to the fact. 
We believe it could be done in a very large percentage of general necropsy mate- 
rial.” In their fourth case, they described a few small completely healed tubercles 
in the lung and spleen, which they regarded as inactive. 

Gougerot, Blum and Cohen, in 1932, reported a case of the superficial type 
of lupus erythematosus in a woman, aged 35, who was observed for one and a 
half years. This case is important not only from the clinical standpoint but also 
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yecause of the conclusions drawn from the necropsy data. The original diagnosis 
was that of a reticulated form of generalized mercurial erythrodermia resembling 
markedly the clinical picture of poikiloderma atrophicans vasculare (Jacobi). The 
subsequent course was marked by the presence of angiokeratoma-like lesions on 
the extremities, an eruption resembling papulonecrotic tuberculids, a strongly posi- 
tive intradermal reaction to tuberculin (1:1,000) and the frank cutaneous signs 
and symptoms of disseminated lupus erythematosus of the superficial variety. Two 
nonths before death the patient began to show the usual signs of renal insufficiency. 
Pleural fluid and peripheral blood were inoculated into guinea-pigs, with negative 
results for tuberculosis. The patient finally died in uremia. A careful study 
of the protocol of the postmortem examination reveals the absence of not only 
active but also inactive tuberculosis, inclusive of the lymph nodes. The authors 
oncluded: “This terminal evolution of lupus erythematosus is known. It appears 
to correspond to a terminal bacillemia, with or without visceral localization, with- 
ut granuloma or tubercles visible microscopically or macroscopically and conse- 
quently comparable to the typhobacillosis of Landouzy.” 


About fifty years ago, Landouzy propounded his concept of typho- 
bacillosis, implying by this term a form of tuberculosis the course of 
which was similar to that of typhoid fever and in which necropsy 
revealed only a few discrete scattered “tuberculous granulations.” In 
other words, the relation of the symptoms to the pathologic find- 
ings was paradoxical. The concept was later broadened to include 
subacute cases as well as instances of recovery. When it is remembered 
that Landouzy had described many of his cases before the discovery 
of the tubercle bacillus, before blood cultures were taken in a routine 
manner to exclude other forms of bacterial sepsis the clinical course of 
which might be similar and before the use of x-rays and modern diag- 
nostic methods, and further, when it is realized that his necropsy 
material was incompletely studied, and that the present concept of 
tuberculosis is only fifteen years old, the necessity for the critical 
evaluation of Landouzy’s statements becomes apparent. Further doubt 
exists in my mind because of a case of subacute typhobacillosis reported 
almost thirty years later (1908) by Landouzy and Laederich. This 


was probably a case of acute rheumatic fever, despite the finding of two 
tubercle bacilli in a small healed lesion in the apex of the left lung and 


in the fibrous wall of a subcutaneous nodule. This opinion is supported 
the clinical history and the course in this case, by the presence of 
typical rheumatic circinate eruptions and of rheumatic subcutaneous 
nodules in the usual locations (elbows, knees and scalp) and by thi 
bservations at necropsy of typical rheumatic endocarditis and an 
adherent pericardium. Landouzy and Laederich regarded the endo- 
irditis as tuberculous in origin, but I cannot agree with this view 
or with their opinion regarding the atypical results which they obtained 
the inoculation of guinea-pigs. 
The contribution of Landouzy would appear to be based on a shrewd 
‘mise rather than on proof in the cases which he reported. Ther 
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are rare instances in which a tuberculous dissemination (acute tuber- 
culous septicemia) may reveal at necropsy only tiny necrotic foci 
which do not show the pathologic features of a true tubercle micro- 
scopically but which contain tubercle bacilli in profusion. In some of 
these cases the course is comparable to that in typhoid fever, and in 
such cases one may truly speak of typhobacillosis in the original sense 
of Landouzy. In some cases the condition appears to be an accidental 
terminal dissemination, but this point is still sub judice. Cases of this 
type have been separated from the typhoidal form of ordinary acute 
miliary tuberculosis by some authors by virtue of the nonspecificity 
of the tissue reaction, although Scholz, in 1918, explained this dif- 
ference merely on the basis of rapidity of course. That a tuberculous 
sepsis may, however, be so fulminating as to show no evidence of its 


presence either macroscopically or microscopically seems doubtful and 


is rendered more so by the inability to demonstrate tubercle bacilli in 
smears and in sections. The rare cases of acute tuberculous sepsis seem 
to be characterized by the ease with which tubercle bacilli can be found, 
although many of them lack the confirmation of animal experiment. 
The case reported by Gougerot and his associates lacks even the mini- 
mum of evidence necessary to label a case as typhobacillosis in any 
sense, old or modern. 


Recently I saw an unusual case of lupus erythematosus? in an Italian girl, 
aged 16, who was followed for four months until death occurred. The general 
symptoms and cutaneous signs appeared two years previous to her admission to 
the hospital. Because of physical signs in the right lung, a roentgenogram was 
taken; this was reported to show an infiltration in the mesial portion of the 
upper lobe of the right lung, which was probably due to a chronic inflammatory 
process. Both the Pirquet and Mantoux (1:1,000) tests gave negative results. 
A Lowenstein culture of the blood was sterile. The spleen was palpated 3 cm. 
below the left costal margin on deep inspiration and was moderately firm. Three 
weeks later, a roentgenogram showed a slight absorption of the infiltration. The 
fever curve was remittent during the first three weeks and then remained normal 
for the remaining eight weeks except for an occasional rise to 101 F. Gold sodium 
thiosulphate caused a focal flare-up of the facial lesion, following which the erup- 
tion seemed to subside. The patient’s condition was greatly improved at the 
time when she was discharged. Two weeks later, she returned to the hospital. 
The course was now characterized by high continuous fever, signs of pneumonia 
in the lower lobe of the left lung and pericardial effusion. Unfortunately, the 
necropsy was incomplete. However, unquestionable evidence of miliary tubercu- 
losis of the spleen, liver and kidneys was found. A small piece of lung also showed 
miliary tuberculosis. Microscopy of the available organs revealed recent miliary 
tubercles ; hence the dissemination was probably fresh. A mass which was palpated 
in the upper lobe of the left lung at necropsy corresponded to the roentgen findings 
at the time of the patient’s last admission, but was not present in the first roent- 
genograms taken, and consequently was probably recent in origin. The symptoms 
were of approximately two and a half years’ duration. Whether active tuberculosis 


2. Unpublished case from Mount Sinai Hospital. 
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had been present during this time is uncertain. The only conclusion (and a very 
unsatisfactory one) that can be drawn from this incomplete autopsy is that the 
patient died as a result of recent miliary tuberculosis. It is possible that the 
dissemination was secondary in type, similar to the occasional miliary tuberculosis 
which occurs after measles. This case is included under the category of lupus 
erythematosus with associated active tuberculosis and is the only instance in 
approximately 20 postmortem examinations studied by me in which active tuber- 


culosis could be demonstrated. 


SUMMARY AND CONCLUSIONS 


In the bibliography a list of cases of lupus erythematosus will be 
found in which active or possibly active tuberculosis has been noted. 
These number 25, constituting 20 per cent of the 125 collected cases of 
lupus erythematosus in which necropsy was obtained. Almost 75 per cent 
of these 25 cases are reported from European countries ; only 6, or 25 per 
cent, are reported from the United States. The preponderance of cases 
of positive tuberculosis reported from Europe is accounted for by the 
more common occurrence of the disease there (in latent as well as active 
forms). Twenty-six additional cases are listed in which inactive tuber- 
culosis was probably present. Seventy-four additional cases are listed in 
which tuberculosis can, from the pathologic point of view, be excluded. 

Mention has been made of the rarity of active pulmonary tubercu- 
losis. In more than 50 per cent of the necropsies, tuberculosis in any 
form was apparently not found. A more thorough search for the 
primary complex would undoubtedly have decreased this figure. On the 
other hand, active or possibly active tuberculosis was found in only 
20 per cent of the total number of necropsies. This result is in striking 
contrast to the much higher figures recorded by authors who have 
used the older, obsolete criteria. 

The cases of associated active pulmonary tuberculosis are practically 
confined to the French reports (Hallopeau and Jeanselme [1891], 
\udry [1894], Gougerot [1929] and Balzer and Rafinesque [1910]), 
whose material was derived from the lower strata of society in which 
the incidence of active tuberculosis must be relatively high even today. 


Similarly, the only instances of active pulmonary tuberculosis in associ- 
ation with poikiloderma atrophicans vasculare are to be found in the 
French reports (Petges, 2 cases). That instances of lupus erythema- 


tosus without active tuberculosis existed even in France, however, is 
evidenced by the words of Brocq (1924): “Observers have said (and 
| must confess that I am one of them) that, in certain cases of lupus 
erythematosus which have succumbed accidentally in the hospital, one 
has been able to find post mortem not only no lesion of tuberculosis 
but not even any cicatrix of healed tuberculous lesions.” 

The statement that patients with lupus erythematosus eventually 
succumb to pulmonary tuberculosis is at variance with the postmortem 
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observations in cases collected from all over the world, and is particu- 


larly untrue for the acute variety. In several instances the presence of 
a primary complex has been erroneously offered as evidence of active 


pulmonary tuberculosis. 

The necessity of microscopic examination to verify the gross diag- 
nosis has been stressed, and a number of cases have been cited in which 
the gross impression of tuberculosis was not verified by microscopy. 
Furthermore, a number of cases in which microscopic examination was 
not made have been included in the group of 25 showing active tubercu- 
losis. In some of the cases the reactions to tuberculin tests made at 
a time when the patient was not so seriously ill were negative. In many 
of the cases there were other associated pathologic causes of death, as, 
for example, bronchopneumonia, renal insufficiency, cirrhosis of the 
liver and meningitis. What has again been proved is the “ubiquity of 
tuberculosis.” As a rough comparison, I have drawn on the postmortem 


material of impetigo herpetiformis, of which there are 26 cases. In 
approximately 20 per cent one will find associated active or possibly 
active tuberculosis, despite the fact that recent evidence seems to point 
to a probable relationship to parathyroid disease. 

On the basis of the necropsies which I studied, as well as of those 
reported in the literature, I must conclude that the occurrence of tuber- 
culosis in cases of lupus erythematosus is coincidental and unrelated. 
There is no justification, in my opinion, for the assumption that active 
tuberculosis is present merely because the patient has lupus erythema- 
tosus. I have seen at least 3 cases which came to autopsy in which this 
unwarranted diagnosis was made. It is to be emphasized that neither 
disease excludes the other, and that therefore their occasional coinci- 
dence is not surprising. With the recognition and application of more 
rigorous scientific criteria, the rdle of tuberculosis as a cause of lupus 
erythematosus will become minimized, as is indicated in the recent, 


more carefully studied postmortem examinations. 


7 East Forty-Second Street. 
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NITRITOID CRISIS DUE TO BISMUTH 
REPORT OF A CASE 


D. TRUETT GANDY, M.D. 


HOUSTON, TEXAS 


The systemic complications and reactions incident to the use of 
bismuth preparations in the treatment of syphilis are relatively few 
but varied. They range from gingivitis to death.t <A nitritoid crisis 
due to bismuth is doubtless a rare accident. This striking vascular 
phenomenon, named nitritoid crisis because of its similarity to the 


reaction to amyl nitrite, has heretofore been considered a manifestation 


of intolerance in the human organism peculiar to the arsphenamines 
That such is not the case, however, has lately been shown by reports 
from abroad * of its occurrence following the intramuscular adminis- 
tration of bismuth preparations. I have been able to find no such 
report of American authorship, and therefore feel justified in sub- 
mitting this record of a personally observed case. 


REPORT OF CASE 


L. B., a white girl, aged 18, suffering from congenital syphilis, was brought t: 
me for a resumption of antisyphilitic treatment which she had received spasmod- 
ically over a period of years. In spite of a history of previous reaction to 
asphenamine (which answered the description of a nitritoid crisis), a course oi 
neoarsphenamine was tentatively begun. Immediately following the initial injection 
of 0.3 Gm. of this drug a typical acute nitritoid crisis developed which was readil) 
controlled by epinephrine. It was then decided to continue therapy with a bismuth 
preparation alone. Eight weekly doses of a standard preparation of oil-solubl 
bismuth, given intramuscularly, were borne with impunity, but a few minutes after 
the ninth injection the patient complained of feeling faint and was made to li 
down. Very quickly intense phenomena of congestion appeared, which were 
identical with the postarsphenamine crisis already mentioned. The face and ears 
became suffused with a scarlet flush, which extended downward to involve the 
neck. Tears filled the eyes and overflowed to the cheeks. A tightening of the 
throat made swallowing difficult. The pulse rate rose. The breath began to 
come in short, staccato pants, and in a few minutes the patient was almost over- 
whelmed by a sense of suffocation and impending death. There was no pain, 1 
cough and no expectoration. Ten minims (0.6 Gm.) of a 1:1,000 solution oi 
epinephrine was given subcutaneously at the beginning of the attack, and tlh: 
worst was over in fifteen minutes. At the end of an hour all the symptoms had 
completely subsided, though the patient was left nervous and badly shaken. 


1. Beerman, H.: Fatalities Due to Bismuth in the Treatment of Syphilis, 
Arch. Dermat. & Syph. 26:797 (Nov.) 1932. 

2. Nicolas, J., and Lebeuf, F.: Deux cas de crise nitritoide d’origine bismuthi 
que, Bull. Soc. franc. de dermat. et syph. 39:82 (Jan.) 1932. 
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COMMENT 


[hat the reaction was due to a technical error or to a fault in the 
irug can, I think, be safely excluded. There remains, then, but one 


xplanation, namely, idiosyncrasy in the patient. The nitritoid crisis, 


well known as a complication of arsphenamine treatment, has been 
ascribed to a variety of causes. That there is an element of specific 
hypersensitiveness comparable to that observed to specific proteins 1s 


conviction of many. The whole problem of idiosyncrasy to the 


irsphenamines and to the heavy metals, depending, as it does, on dis- 


tinctive differences in the protein composition and colloidal equilibrium 


of the blood and tissues of different persons, is still complex and poorl) 
understood. The fact that the clinical expression of an idiosyncrasy 
to bismuth in this patient should take exactly the same form as a 
previously manifested hypersensitivity to the arsphenamines is indeed 
arresting, and, together with like observations in the future, may call 
for a revision of the current concepts regarding the nature of the 
nitritoid crisis. 


{ 
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HERPES GESTATIONIS 


REPORT OF A _ CASE 


ROBERT L. HOWARD, M.D. 


CLEVELAND 


Among the less common diseases of the skin, there has long been 
recognized a malady characterized by bullous lesions and produced by, 
or occurring incident to, the gravid state. The first report of a condi- 
tion of this kind is, according to Riecke,’ rightly ascribed to Bunel’s 
dissertation in 1811. Subsequent to 1840, when Gibert * described a 
case of pemphigus, which recurred with succeeding pregnancies, there 
have appeared many publications describing the same syndrome, but 
suggesting a number of different terms for its identification. The 
pemphigus pruriginosus of Chausit* and of Hardy,* as well as the 
herpes circinatus bullosus of Wilson,® gave precedence to the later 
appellation, “herpes gestationis,” suggested by Milton.* The latter term 
is the one generally accepted today, though the designations “dermatitis 
multiformis gestationis” of Allen* and “dermatite polymorphe 
douloureuse récidivante de la grossesse” of Brocq*® are perhaps even 
more descriptive. 

Priority in the recognition of herpes gestationis as a variety of 
dermatitis herpetiformis has been a subject of considerable controversy. 
T. Colcott Fox, in discussing Jamieson’s paper, gave credit to the work 


of Tilbury Fox as the first communication to establish correlation 


From the Department of Dermatology and Syphilology of the Western 
Reserve University School of Medicine, and of the Lakeside Hospital, service 
of Dr. Cole and Dr. Driver. 
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2. Gibert: Traité pratique des maladies de la peau, Paris, 1840, p. 102; 
quoted by Bulkley.® 

3. Chausit: Ann. d. mal. de la peau, March, 1852, p. 142; quoted by Bulkley.’ 

4. Hardy, A.: Legon sur les maladies de la peau, ed. 2, Paris, A. Delahage, 
1863, part 2, p. 136; quoted by Bulkley.® 

5. Wilson, W. J. E.: On Diseases of the Skin, London, J. Churchill & Sons, 
1867, p. 294; quoted by Bulkley.® 

6. Milton, J. L.: The Pathology and Treatment of Diseases of the Skin, 
London, R. Hardwicke, 1872, p. 205; quoted by Bulkley.® 

7. Allen, C. W.: J. Cutan. & Genito-Urin. Dis., Aug., 1889, p. 291. 

8. Besnier, E.; Brocq, L., and Jacquet, L.: La pratique dermatologie, Paris, 
Masson et Cie, 1900, vol. 1, p. 688. 
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between the two terms. Bulkley,? Duhring,’® Brocq,*' Jamieson ** and 
many others have subsequently concurred in the opinion that the two 
diseases are identical. 

TIME OF INITIAL APPEARANCE 


In view of the fact that herpes gestationis differs from dermatitis 


herpetiformis only in its special inciting cause, one may rightly expect 


in this syndrome a considerable degree of variability as to the time of 
onset, signs, symptoms and response to therapy. 

The disease may appear when the patient becomes enceinte for the 
first time.** It may be delayed until the third, fifth, seventh or even 
to the last of a long series of pregnancies.’* At times, attacks occur with 
monotonous regularity in each of many successive gestations,’® as for 
example, in Barendt’s case (discussion of Jamieson’s paper), or return 
intermittently with every second or third pregnancy.*** 

Although cutaneous manifestations are occasionally the first signs of 
the gravid state, as a rule the onset dates from about the fourth or fifth 
month, progressing to term with the usual cyclic flare-ups and remis- 
sions. During the first few days post partum a final acute exacerbation 
s usual, followed by a permanent regression of all signs within from 
three to thirty days. Curiously enough, numerous cases of the disease 
have been reported in which the first symptoms appeared in the 
puerperium.'® Indeed, MacKee, in discussing Whitehouse’s presen- 
tation, stated that in his experience the malady had appeared only after 
the termination of pregnancy. 


9. Bulkley, L. D.: Am. J. Obst. 6:580 (Feb.) 1874. 

10. Duhring, L. A.: M. News 47:421 (Oct. 17) 1885 

11. Brocq, L.: Monatschr. f. prakt. Dermat. 7:625, 687 and 841, 1888; 
224, 263, 410 and 463, 1889; quoted by Riecke.? 
12. Jamieson, W. A.: Brit. J. Dermat. 10:73 and 118 (March) 1898 
13. (a) Milton, J. L.: J. Cutan. Med. & Dis. Skin 1:311, 1867-1868. | 
Pringle, quoted by Little.1** (c) Isbister, J. L. T.: M. J. Australia 2:648 (N 
5) 1927. (d) Ward, E.: Lancet 1:1827 (June 26) 1909. 

14. (a) Little, E. G. G.: Brit. J. Dermat. 13:419, 1901. (5) 
ior. ital d. mal. ven. 63:669 (May) 1922. (c) Brittmann, O.: Ceska dermat 
Arch. Dermat. & Syph. 7:524 (April) 1923. (d) Morris, M 
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SIGNS AND SYMPTOMS 

The signs and symptoms of herpes gestationis have been so thor- 
oughly described ‘* that it is necessary to give only a brief review of 
the essential features. A typical attack is ushered in with a generalized 
pruritus of greater or less severity. Then there appears a patchy 
erythema, starting, as a rule, on the extremities and sometimes on the 
trunk. Within a day or two the erythematous areas enlarge, while 
small vesicles appear in herpetiform crops, arcs or rings. In one place 
or another the vesicles are to be found entirely surrounding a red 
macule or slightly raised and edematous plaque, either at its junction 
with the normal skin or alined on a palpably elevated margin. Soon 
vesicles coalesce to form tense, thick-walled bullae of assorted sizes. 
At this time some of the bullae may be discovered arising from appar- 
ently unaltered skin. Later a few of the bullae become pustular or 
hemorrhagic. Following rupture, the serous crusts eventually fall away 
leaving, as a rule, only a distinct pigmentation. Mucosal lesions are 
decidedly rare. 

As the pregnancy progresses, periodic exacerbations are the rule, 
accompanied by mild to severe constitutional symptoms, such as: fever,'* 
dyspepsia,® constipation, albuminuria *** and neuralgic pains.’® 


PROGNOSIS 


The prognosis for the mother is good. Sometimes there are 
sequelae consisting of periodic bullous efflorescences,”° usually diagnosed 
as herpes menstrualis recidivans. A few cases with serious or fatal 
outcome have been reported.*t In one instance in particular a long 


series of successive pregnancies led to attacks of greater and greater 
severity, until the patient finally succumbed with ulcerative lesions of 
the mouth, esophagus and colon, thus simulating a pemphigus. On the 
other hand, Ward’s case was one in which a gestation had occurred 
yearly for eight years with no serious consequences. 

The outlook for the child is much less hopeful than that for the 
mother. Numerous authors have reported the children to be quite nor- 


17. Radcliffe-Crocker, H.: Diseases of the Skin, ed. 3, Philadelphia, P. Blakis- 
ton’s Son & Co., 1910, p. 622. Darrier, J.: A Textbook of Dermatology, Phila- 
delphia, Lea & Febiger, 1920, p. 184. Bulkley.2 Duhring.1° 

18. Bulkley.2 Milton.?*4 

19. Bulkley. Mackenzie.14¢ 

20. (a) Bryan, C. A. D.: Lancet 1:512 (Feb. 24) 1906. (b) Tommasi, L.: 
Gior. ital d. mal. ven. 65:840 (June) 1924; abstr., Arch. Dermat. & Syph. 10: 
765 (Dec.) 1924. 

21. Heckert, E.: Zentralbl. f. Haut- u. Geschlechtskr. 31:57, 1929. Riecke.' 


Pringle.12» 
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mal, but an equal number have presented cases of miscarriage, still- 
birth with macerated fetus and apparently normal babies who died 
suddenly during the first year of life, apparently of some obscure inter- 
current infection.** Cutaneous lesions may occur in the child, though 
this has apparently little to do with the prognosis. Tommasi reported 
two cases in which lesions of the skin developed on the infant after 
birth, but disappeared within a few days, leaving no evidence of their 
former presence. Milton’s case, presenting an alternation of stillbirths 
and live babies, demonstrated cutaneous lesions in both the healthy and 
the dead children. Further, one from the group of dead children 
showed no evidence whatever of any abnormality of the skin. It is 
unfortunate that the data available preclude an estimation of the inci- 
dence of syphilis in this series. 


ETIOLOGY 

The etiologic factors involved are, at present, not definitely known. 
The consensus appears to be that the cutaneous lesions result from 
injury to the vasomotor nerves by toxins or ferments, manufactured 
by fetal tissues or by the cells of the chorionic epithelium.*** These 
substances may ordinarily be neutralized by antiferments ** or, as seems 
more plausible, are formed in quantity only when the chorionic villi 
disintegrate. It is well known that the placentas, even from women with 
no demonstrable organic disease, frequently show areas of infarction. 
Dissolution of the tissue at the time of such accidents may well be 
responsible for the periodic exacerbations already noted. Further, the 
characteristic efflorescence of the puerperium as well as the long- 
continued symptoms post partum in certain cases could be produced by 
retained placental fragments. 

In harmony with the foregoing view is the theory of renal insuff- 
ciency advanced by some writers. Perrin ** found urea, total nitrogen 
and chloride retention. Presumably there would be an accompanying 
failure to eliminate toxins or similar bodies of high molecular weight. 

A few investigators have considered an internal secretory deficiency 
14b 


to be a factor of prime importance.*®° Tommasi **” expressed the belief 


that the malady may originate from ovarian hypofunction, though he 


suggested that anaphylaxis may also play an important role.*°” 
(a) Meisel, A.: Russk. vestn. dermat. 5:615, 1927; abstr., Zentralbl. 
u. Geschlechtskr. 27:384, 1928. (b) Levigne, Sylvie: Thése de Paris 
1; quoted by Riecke.1 (c) Milton.1** (d) Isbister. 12° (¢) Bryan.?% 
23. Weckselmann: Arch. f. Dermat. u. Syph. 102:207, 1910. 
24. Perrin, C.: Ann. de dermat. et syph. 5:1370, 1894; quoted by Rieck« 
Clin. ostet. 27:225, 1925; quoted by Riecke. 
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HISTOPATHOLOGY 

The picture varies with the stage of evolution of the particular 
lesion, but in no way can it be differentiated from that of dermatitis 
herpetiformis.** Changes observed include epidermal hyperplasia and 
parakeratosis, intra-epidermal vesicles containing eosinophils,** edema of 
the prickle cell layer,?’ dilatation of the capillary vessels ** and marked 
lymphocytic infiltration of papillary and subpapillary layers. The 
eosinophils form perivascular collars about the deeper vessels and fre- 
quently appear not to have come from the capillaries at all.*® 


DIAGNOSIS 


« 


There occasionally arises the necessity of differentiating herpes 


gestationis from pemphigus or erythema multiforme. In pemphigus, 
mucosal lesions are the rule. The cutaneous bullae are thin-walled and 
arise largely from an apparently unaltered surface. The patient is 
greatly prostrated, and response to therapy is slow. In herpes gesta- 
tionis, involvement of the mucous membrane is exceedingly rare. 
Bullous lesions of the skin are tense and thick-walled and originate, for 
the most part, at the margins of erythematous plaques. Pruritus and 
distressing paresthesias are prominent symptoms, but indications of a 
generalized infection are usually absent. Response to intensive arsenical 
therapy is comparatively rapid. The bullae of erythema multiforme 
arise predominantly in the central portion of the erythematous lesions. 
Pruritus is much less marked than in the gestation syndrome. Arsenical 
therapy is relatively ineffective, but the disease responds well to heavy 
doses of salicylates. 

The estimation of the number and percentage of eosinophils in the 
blood and the fluid contents of the bullae has been employed as an aid 
in differential diagnosis. Leredde and Perrin ** maintained that a 
marked increase in both the blood and the serous exudate is strongly 
diagnostic of herpes gestationis. Others, however, have presented 
much evidence in opposition to this view.*® It is possible that different 
conditions exist at various stages of the disease,’*¢ the eosinophils show- 
ing a marked increase just prior to or during a cutaneous exacerbation.*" 


26. Leredde, L. E., and Perrin, C.: Ann. de dermat. et syph. 16:281, 1895; 
quoted by Jamieson.?* 

27. Constantino, B. A.: Gior. ital. d. mal. ven., 1925, no. 1; abstr., Dermat 
Ztschr. 46:48, 1926. 

28. Gastou, P.: Bull. Soc. frang. de dermat. et syph. 1: Feb., 1900; quoted by 
Riecke.? 

29. Hartzell, M. D.: J. Cutan. Dis. 36:497, 1918. Engman, M. F., and Davis, 
R. H.: J. Cutan. Dis. 33:73, 1915. Neusser, E.: Wien. med. Presse 33:89, 134 
and 174, 1892; quoted by Jamieson.?? Riecke.! 
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THERAPY 


For local treatment aqueous astringent baths, abscission of the larger 
bullae and topical application of antiseptic lotions have given the most 
gratifying results. 

Roentgen rays, when used on the local lesions, sometimes afford 
relief. It is possible that more permanent effects may be produced by 
irradiation of the spine. 

Quinine and solution of potassium arsenite appear to be the most 
effective drugs in general use. The latter, if given in full therapeutic 
dose, and still better if administered in intermittent courses,'* has given 
the most constant results. Eichmann *° reported one case in which cure 
was obtained by means of Ringer’s solution given intravenously. 
Tommasi reported two cases in which ovarian extract was administered, 
with eventual success. In some cases autohemocherapy *' and injections 
of horse serum or serum from normal pregnant women ** have been 
most effective. Brittmann,’** on the other hand, had only partial success 
with human serum, but effected a permanent cure by means of intra- 
muscular injections of boiled milk. 

It is fortunately seldom necessary to induce a premature labor, even 
though this is the only method which will permanently allay symptoms 
in the majority of cases. 


REPORT OF A CASE 


\ Hungarian woman, aged 30, was admitted to the dermatologic service of 
Lakeside Hospital on Aug. 12, 1929. She stated that three weeks prior to ac 
sion, during the sixth month of her fourth pregnancy, a light red spot had appeared 

her right forearm. This area soon became intensely pruritic, and, followin; 
the trauma incident to vigorous scratching, there arose a large firm ble 
a few days similar lesions appeared on the left arm, legs and abdomen 


Inquiry into the past history revealed nothing suggestin 


Stills 


The patient had been married fourteen years. Her husband had 


1 ’ Ye. = 
us pregnancies had resulted in normal children, 
t 


Her last menstrual period occurred some tims 
of the forearms, the legs from the ankle 
lomen were numerous, roughly circular, red, soft 
us patches or plaques, varying in size from that of 
centimeters in diameter. The involved regions were tender 
means painful. The majority of these lesions, particulars 
already involuted in the central portion and were spreading 
unchen. med. Wchnschr. 60:183, 1913; quoted by 
sull. Soc. franc. de dermat. et syph. 31:41, 1924; abs 
10:221 (Aug.) 1924. Lévy-Solal, E.: Gynéc. 
, and Linser: Munchen. med. Wchnschr., Dec. 27, 
Miinchen. med. Wchnschr. 59:1911, 1912 
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gyrate arcs. On the active serpiginous borders of these progressing lesions were 
alined vesicles the size of a match-head, filled with clear serum. In many places 
the vesicles had coalesced to form tense bullae varying in size from that of a 
pea to that of a hazelnut, with thick resistant walls. A few of the bullae, espe- 


cially over the tibiae, had become pustular; some were hemorrhagic, and two 




















Distribution of eruption at exacerbation on Sept. 28, 1929. The hyperpig- 


mented areas are sites of former bullae. 


had already ruptured, leaving dark yellow, sticky crusts. There were no excoria- 


tions visible. There were no lesions on the mucous membranes. Physical exami- 
nation revealed no other pathologic conditions. The blood pressure was 110 
systolic and 65 diastolic. 

The urine was clear and acid and contained traces of albumin and a littl 
lactose. Examination of the blood showed 4,500,000 erythrocytes, 85 per cent 
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CLINICAL SPECTROSCOPY 


A STUDY OF BIOPSY MATERIAL TAKEN FROM, PATIENTS RECEIVING 
GOLD SODIUM THIOSULPHATE 


EDWARD GAUL, M.D. 
AND 


H. STAUS 8S. 


NEW YORK 


In 1890, while studying the bacteriology of the tubercle bacillus, 
Robert Koch discovered that the gold ion had the property of inducing 
bacteriostasis in vitro. This observation was an incentive for further 
investigation of the chemotherapy of tuberculosis. A knowledge of 
synthetic chemistry enabled the investigators to prepare gold compounds 
which theoretically, when given intravenously, would inhibit the growth 
of the tubercle bacillus. Of these compounds, gold sodium thiosul- 
phate, as prepared by M@gllgaard,t was used extensively in the treat- 
ment of pulmonary tuberculosis. 


The assumption that lupus erythematosus was of tuberculous origin 


led to the introduction of various gold preparations in the treatment 
of this dermatosis. Schamberg and Wright * were the first to use gold 
sodium thiosulphate for this disease. When dissolved in distilled water, 
the product dissociates according to the equation : 
NasAu(S:0:;)-<3Na + AuS.0Os + S.0s 

Since the intravenous injections of gold sodium thiosulphate have been 
proved therapeutically effective in the treatment of lupus erythematosus, 
an investigation was started to develop a method suitable for the detec- 
tion of gold in the skin. In searching for an analytic method which 
would give satisfactory results with a biopsy small enough not to dis- 
figure or incapacitate the patient, the one appearing most applicable was 
spectrographic analysis. 

In order to determine the sensitivity of the method, a biopsy specimen 
was taken with a *4¢ inch (0.47 cm.) punch from a patient who had 
received 0.6 Gm. of gold sodium thiosulphate. The sample of skin was a 
cylinder about #4, inch (0.47 cm.) in diameter and 1% inch (0.32 cm.) 


’ « 


From the Department of Dermatology and Syphilology, New York Post- 
Graduate Medical School and Hospital, George M. MacKee, director. 

1. Mglilgaard: Chemotherapy of Tuberculosis, Copenhagen, A. Busck, 1924 

2. Schamberg, J. F., and Wright, C. S.: The Use of Gold and Sodium Thio- 
sulphate in the Treatment of Lupus Erythematosus, Arch. Dermat. & Syph. 15:119 


(Feb.) 1927. 
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in height, and weighed about 0.025 Gm. After the sample had been 
placed in the crater of the bottom electrode, an arc was struck between 
the graphite electrodes. The are was run on 110 volts, direct current, 
and the resistances were adjusted until 5 amperes was flowing in the 
circuit. The light emitted by the burning sample was focused by a 
quartz condensing lens onto the slit of a Hilger El quartz spectrograph, 
and the spectrum was photographed. To facilitate the identification of 
the gold line, a spectrogram of gold was taken in juxtaposition to that 


of the sample. The enlargement shown in figure 1 proves conclusively 











1.—Spectrogram of gold (C) taken in juxtaposition to a sample of skin 


gold line (2,673.9: 


= h iitl 


A is a spectrogram of graphite. The arrow indicates the 


angstroms ) 








; 
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’ hod a biopsv with a 
sufficient material for the detection of 
\fter the first test for gold in 
method was applicable to the problem, 
was prepared so that a general idea of 
be obtained. The standard solutions were made 
of gold in 10 cc. of aqua regia and diluting thi 


the following concentrations resulted: standard 


drop of which contains 0.0000001 Gm. of gold; standard solution 


which contains 0.00001 Gm. of gold, and standard solution 3, 


ich contains 0.001 Gm. of gold In takin: 
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grams of these solutions, a drop of solution was placed in the crater 
of a graphite electrode which was heated gently until all the solution 
had evaporated. The salt deposited on the electrode from the solution 
was burned in a direct current are as described previously, and the 
spectrum was photographed. In figure 2 is shown the graded series 
of the standard solutions. 

When this preliminary work was finished, a series of biopsies was 
performed for patients who had been treated with various amounts of 
gold sodium thiosulphate intravenously. The history of the cases and 


the spectrograms obtained from the biopsies follow. 














Fig. 3.—Spectrograms of graphite, standard solutions and biopsy specimens from 
various parts of the body of patients who received treatment with gold sodium 
thiosulphate. A, graphite; B, specimen from the right leg in case 1 (dose, 0.05 
Gm.) ; C, specimen from the left side of the abdomen in case 4 (dose, 0.1 Gm.) ; 
D, specimen from the second lumbar region in case 8 (dose, 0.27 Gm.) ; E, speci- 
men from the left thoracic region in case 10 (dose, 0.85 Gm.) ; /, specimen from 
the left forearm in case 13 (dose, 1.46 Gm.); G, specimen from the right thigh 
in case 14 (dose, 6.246 Gm.); H, specimen from over the right lumbar vertebra 
in case 15 (dose, 7.965 Gm.); J, standard solution 1 (0.0000001 Gm. of gold to 
1 drop), and J, standard solution 2 (0.00001 Gm. of gold). 


HISTORY OF CASES 

Biopsy material from patients who had received 0.1 Gm. or more 

of gold sodium thiosulphate gave a positive test for gold, even though 
the specimens were taken from various parts of the body. In cases 14 
and 15, although 80 per cent or more of the total dosage had been 


administered several years previous to the biopsies, the amount of gold 


present was proportional to the total dosage. 





Since silver has been shown * to be a normal ci 


twenty-five samples of normal skin were tested to 
ld was also a normal constituent. The samples were 
‘coup of pecple ranging in age 


Tu from 6 months to 65 
nstance was a trace of gold found. 


oft 


From this group of 
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When the spectrograms of the vari 
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chyme. It persists throughout the life cycle of the organism as a mobile 


tissue of first and last importance in the protective and metabolic fune- 
tions of the body. 
CONCLUSIONS 

1. The presence of. heavy metals in the skin can be detected expe- 
ditiously by spectrographic methods. 

2. Gold is not a constituent of normal skin. 

3. The amount of gold in the skin is directly proportional to the 
total dosage. 

4+. From our observations it is evident that gold is uniformly dis- 
tributed in the cutis in patients receiving gold sodium thiosulphate. 

5. The deposition of gold in the cutis appears to be permanent. 
6. A patient who has received a total dosage of 0.1 Gm. will give a 


positive test for gold. 





CONTACT ECZEMA 


RUBBER CEMENTS AS ADHESIVE IN PATCH TESTING 


BEDFORD SHELMIRE, M.D. 


DALLAS, TEXAS 


The conventional method of applying the patch test, in an effort to 
determine the causative eczematogenous substance in contact eczema, 
consists in placing the substance to be tested on the skin of the forearm, 
back or thigh of the subject, covering it with an impermeable material 
such as cellophane or waxed paper and anchoring the latter to the skin 
by means of adhesive tape. The adhesive plaster acts as a dermal 
irritant in a large proportion of the cases. The resulting dermatitis 
not only interferes with the proper subsequent readings of the tests but 
frequently causes an annoying transient dermatitis, especially when a 
large number of patches are applied. To obviate the objectionable 
feature of this method, a substitute for the adhesive material was 
sought. 

Various types of glue and liquid cement were employed for anchor- 
ing the covering material to the skin. The glues and several brands of 
cement were immediately discarded because of the lack of elasticity and 
the adhesive quality of the dried patches. After a trial of several 
months, transparent cements entirely replaced adhesive plaster in the 
application of the patch or contact test in my office. “Duco,” “Ever- 
Fast.” “Grippit” and “Frisket” cement were found to vary in minor 
details. As a final choice, mainly because of the greater elasticity of the 
dried patch and the cheapness of the product, “Frisket” liquid rubber 
cement was selected for use as a routine. 


SOURCE OF MATERIALS 
cement is a transparent, liquid rubber, adhesive material 


‘mounting of photographs. For 45 cents a half pint can, 


it may be purchased from any store dealing in photographer's supplies. 


It is placed by a local druggist in a metal tube for ointment with a 


ise. 


screw-cap and is then ready for 1 


Closely woven cotton cloth, such as Duretta or bird's-eye, is used as 
he covering material. One square yard of the cloth, which costs 
25 cents, makes approximately three hundred test pads of the maximum 
For making the coverings rapidly and of uniform size, 


~ 


size employed. 
he material is cut in strips 134 inches (4.4 cm.) in width. By the 
proper folding of the strips and the use of a circular card board pattern, 


ix 
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the diameter of which is equal to the width of the strips, the entire 
number of pads contained in the yard of cloth can be cut by an office 
assistant in a few minutes. Ordinary gauze bandage may be used 
except when powders are employed as the testing material. 


APPLICATION OF THE PATCH 

The material to be tested is placed on the skin and “rimmed” with 
the cement from the nozzle of the tube. The cloth covering is 
immediately applied. When speed is not a factor, the adhesive material 
may be placed directly on the edges of the covering cloth before appli- 





Completed contact tests in position on the back: 1. The substance to be tested 
with the cement is so placed that it comes in contact with the margin of the cover- 
ing cloth. 2. The arrow points to a positive reaction in a patient sensitive to 
leather. The area is characterized by erythema and vesicles. Below the cutaneous 
reaction is a patch turned back, showing a strip of leather on the under surface of 
the cloth. 


cation to the skin. In either instance drying is rapid, requiring only a 
few seconds until the application of the patch is complete. Such patches 
have been found to offer no inconvenience to the patient, are accompanied 
by a minimum of cutaneous irritation and remain in situ for four or 
five days, even with daily bathing. Excess of the cement material at 
the edge of the patch can be readily rubbed away after drying. A 


momentary tingling sensation is felt at the site of contact immediatel) 


following the application of the patch. This is apparently due to the 





WIRE—CON 


-vaporation of the solvent contained in the 


patch after twenty-four hours or longs 


een observed to dev elop at the edge of th 

was in contact with the skin. This is a simple 
of the skin in removing the 
minutes after the removal of the cement and 


7 
; 


with the proper reading of the test. 
ADVANTAGES 


are elasticity 
neatness when : 
neatness of 
testing local sensiti 
patches may be aj 


powders, pollens a 


* 


} 


1 
tcl 








ERYTHROPLASIA OF QUEYRAT 


MARION B. SULZBERGER, M.D. 
AND 
DAVID L. SATENSTEIN, M.D. 


NEW YORK 


This report is submitted to call attention to a relatively rare form of 
precancerosis, of which we have found no mention in the American 
literature. 

Although Paget? in 1874 and Tarnowsky in 1891 recognized and 
mentioned diseases of the glans penis which were in all probability 


erythroplasias, the first detailed and exact reports of this malady in the 


literature are those presented in 1893 by Fournier and Darier,* who 
designated it as epitheliome papillaire nu. Another French author, 
Queyrat,! in 1911 devoted himself to a more exhaustive study of the 
condition and gave it the name of érythroplasie. Darier accepted this 
new name, and the disease is now generally known as the érythroplasie, 
erythroplasia, érythroplakie or erythroplakia of Queyrat. 

About forty cases have been described, and the condition is one 
which so invariably becomes a malignant neoplasm that it is universally 
recognized as precancerosis in the strictest sense of the word. 

The localizations which have been described include the penis, fre- 
quently the glans, the glans clitoris and other parts of the vulva, the 
lips and buccal mucosa and, rarely, the skin itself. 

It is noteworthy that many of the cases have been associated with 
syphilis, so that syphilis was formerly considered an etiologic agent, or 
the predisposing cause. However, syphilis is certainly not the etiologic 
factor, for many typical cases exist in which syphilis has been absent. 
Nevertheless, syphilis is present in a sufficient number of cases of 
erythroplasia to make it obvious that here, just as in other precanceroses 


and cancers of the mucous membranes, syphilitic infection in some way 


From the Department of Dermatology, New York Post-Graduate Medical 
School of Columbia University (Director, Dr. George M. MacKee). 

1. Paget: St. Bartholomew's Hosp. Rep. 10:87, 1874. 

2. Footnote 2 has been deleted by the authors. 

3. Fournier, A., and Darier, J.: Epitheliome bénin syphiloide de la verge 
(epithélioma papillaire), Bull. Soc. frang. de dermat. et syph. 4:324, 1893. 

4. Queyrat: Erythroplasie du gland, Bull. Soc. frang. de dermat. et syph. 22: 
378 (Nov. 9) 1911 
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[t does not seem necessary to go into a detailed review and description 
{ the various cases in the literature. The excellent general description 
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The penile lesion was neither painful nor tender, but was, at times, pruritic. 
When the moist-appearing surface was wiped dry, tiny droplets of clear fluid wer: 
seen almost immediately, appearing at rather regular intervals; after a few 
moments, the entire surface was again moist. On palpation, the consistency of 
the affected area seemed to be slightly greater than that of the surrounding skin, 
but there was no definite infiltration. 

Among the diagnoses considered were: precancerosis, drug eruption, artefact 
or balanitis of unknown origin. 

There was no history of any venereal disease, and repeated dark-field examina- 
tions and serologic tests produced no evidence of syphilis. Repeated and insistent 
questioning and careful investigation elicited no history of the ingestion of drugs 

Ordinary local therapy (including ointments of sulphonated bitumen, N. F., 
ammoniated mercury, U. S. P., balsam of Peru, wet dressings of various kinds, 
applications of silver nitrate and iodine and other drugs as well as long-continued 
indifferent soothing applications) proved of no avail, and the lesion continued to 
extend peripherally. 

On Feb. 16, 1932, one of us (Sulzberger) ® presented the case as one for 
diagnosis before the Section on Dermatology of the New York Academy of Medi- 
cine, with the following suggestions: (1) precancerosis, (2) drug eruption and 
(3) balanitis of unknown etiology. Dr. Hermann Goldenberg of New York, on 
seeing the patient, called attention to the fact that the condition closely resembled 
the form of precancerosis known as erythroplasie of Queyrat. 

On comparison with the original descriptions given by Queyrat,* the conclusion 
was reached that the clinical appearance and course in this case was, in many 
respects, identical with those described by the French author and previously 
described by Fournier and Darier under the name of épithéliome papillaire nu. 

The patient was not seen again after February 16 until April 2, 1932. During 
this interval, he had been under treatment at another clinic. 

The lesion had grown to approximately twice the size observed on the first 
examination, and a similar lesion had appeared on another part of the glans penis 
(fig. 1). 

A biopsy was done on April 7, and the histologic evidence confirmed the 
clinical diagnosis of erythroplasia.® 

Treatment with filtered and unfiltered roentgen rays was then administered, and 
from May 31 to August 30 the patient received 244 erythema units of roentgen rays 
filtered through 3 mm. of aluminum and 234 erythema units of unfiltered rays. 

The patient was again presented on October 4 before the Section on Derma- 
tology of the Academy of Medicine, by one of us (Sulzberger) with the estab- 
lished diagnosis and the histologic sections, and the statement was made that 
the lesions had continued to grow in spite of all therapy.?° 

8. Sulzberger, M. B.: Arch. Dermat. & Syph. 26:1124 (Dec.) 1932. 
Through an error, inexplicable to us, this case was published under the title 
“Granuloma Inguinale,” although it had been presented as “A Case for Diagnosis 


” 


(Precancerosis? Drug Eruption?) 


9. On May 25, one of us (Sulzberger) was able to show both the patient 
and the histologic section to Prof. J. Jadassohn, of Breslau. He was of the opin- 


ion that the case was, both clinically and histologically an erythroplasia. He found 
that the clinical lesions were perhaps slightly more elevated above the normal skin 
than in the cases of this disease which he had previously observed. 

10. Sulzberger, M. B.: Erythroplasia of Queyrat, Arch. Dermat. & Syph. 27: 
688 (April) 1933. 
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The patient again absented himself from treatment, presumably in order to try 
other therapeutic procedures, until September 22. On this date, almost the entire 
glans penis was covered with a bright red, moist, noninfiltrated, slightly edematous 
lesion which descended into the sulcus coronarius, where it was sharply demarcated 
with a polycyclic outline. The lesion surrounded the external meatus and seemed 
to penetrate the opening and include portions of the mucosa. 

Another biopsy was done on October 7, and the observations confirmed the 
previous diagnosis. 

The entire lesion was electrocoagulated and the area allowed to heal under wet 
dressings. A prophylactic high voltage roentgen treatment was given to the 
inguinal glands on each side. 








Fig. 1—Erythroplasia of Queyrat, of seven months’ duration, in patient M. S. 
(photographed April 7, 1932). 


On Feb. 25, 1933, a large portion of the glans penis was covered by apparently 
healthy skin, but small islands of erythroplasia had reappeared around the meatus 
and on the dorsal surface. 

Since this date the patient has not reported for further treatment. 

Histologic Examination——Examination with the low power lens (fig. 2) 
revealed the entire epidermis to be irregularly hypertrophied. In some parts the 
interpapillary masses were much broadened and fairly regular; in others, they were 
markedly irregular; in still others, they were thin and markedly elongated, with 
the long, narrow papillae reaching almost to the surface of the epithelium. The 
broadened intrapapillary masses predominated. These extended into the cutis for 
about one third of its thickness. In the areas with the elongated and narrow inter- 


papillary pegs, the suprapapillary portions of the epidermis were conspicuously 


thin, so that, in parts, only a few rows of cells separated the tops of the papillae 


rom the surface. 
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The entire epidermal surface was almost naked, as far as the horny layer was 
concerned, there being only occasional strands of cornified cells. The granular 
layer was entirely absent. 

In the upper cutis, the lymph and blood vessels were greatly dilated; the latter 
were completely filled with blood cells. There was a moderate interstitial edema 
throughout the cutis. A great degree of edema was present in the papillary zone 
which contained, in addition to the dilated vessels, many cells of various types. 

The margin of the epidermis cutis was fairly sharply outlined throughout the 
greater part of the section. In some parts, however, the edema and cellular infil- 
tration blurred the outline. 

With medium high power lenses (figs. 3 and 4), the increase in thickness of 
the epidermis was found to be due both to an increase in the number of cells 





Fig. 2—Low power photomicrograph showing irregular acanthosis, with alter- 
nating long, finger-like papillae reaching almost to the surface and areas of 
acanthosis en masse. The arrow shows where the dilated blood vessels reach 


almost to the surface; this probably explains the vivid red of the clinical lesion. 


(hyperplasia) and to an intercellular and intracellular edema. In the lower por- 
tion of the broadened interpapillary masses, the cells were hydropic, the cell bodies 
being clear and unstained, and the nuclei somewhat shrunken, apparently lying free 
in the cell cavity. In the upper portion, numerous cell membranes had been broken 
through and irregular cavities of various sizes and shapes had formed. These 
contained varying numbers of cells of different types. 

Directly beneath the fragments of horny layer on the epithelial surface were 


small vesicles containing different types of cells. 


The suprapapillary portion of the epidermis showed a marked basal cell dis- 


turbance; the basal cell layer was disorganized (i. e., had, to a great degree, lost 


its regular columnar character). 
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A high power lens showed that the lowest portions of the epidermis, in par- 
ticular the cells of the lower part of the thickened interpapillary masses, were 
iriously altered. The nuclei in some were, to a certain degree, enlarged and the 
chromatin fibers somewhat stretched, and many granules or chromatin nodes wer¢ 
present (vesicular type of nucleus). The outlines of the cell body were not sharp, 
nd the cell body present was distinctly granular. 
The lymph or intercellular channels were distinct, but the intercellular threads 
were not sharp. Occasional mitotic figures were noted. Higher up, approaching 

















Fig. 3—Medium high power photomicrograph showing finger-like acanthosis ; 


intracellular and intercellular edema of the epidermis; vascular dilation and mar- 
ginated infiltration of subepidermic zone in the cutis, and greatly dilated vessels in 
the upper cutis. 


+ 


he middle of the epidermal mass, the cells were spindle-shaped; the nuclei, some- 
what elongated, filled about two thirds of the cell body. The intercellular spaces 
were widened, and the connecting threads between the cells were distinctly visible 
In the upper portion of the epidermis, there were naked nuclei which were some- 
vhat dense, taking a diffuse stain, so that the chromatin net was no longer visible. 
[hese nuclei were smaller than those of the cells below. They lay free within the 
pidermal cavities previously mentioned. Along with the aforementioned epidermal 
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cells, there was a considerable number of cells which had apparently come from 
the cutis and from the blood. Some were rod-shaped and some shot-shaped. 
Principally in the upper portions of the epidermis, although also to be found in 
the lower parts, there was a large number of eosinophil cells. 
There was a moderate parakeratosis across the greater portion of the section. 







Cutis (figs. 3 and 4).—In the papillary bodies, the blood vessels were markedly 
dilated, some reaching up to within a few cell layers of the surface of the thin, 


edematous overlying epidermis. The dilated vessels were filled with erythrocytes 
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Fig. 4—Medium high power photomicrograph (high dry) showing vacuolation 
of the central part of the acanthotic rete peg. The marginal cells were not affected. 
Note the whorl formation at the upper left. Blood cells (mainly eosinophils) in 
diapedesis through the epidermis, cellular infiltrate in the papillary body and dila- 
tation of the superficial vessels are shown. 


Scattered throughout the framework of the cutis were numerous plasma cells, large 
and small connective tissue cells and extravascular eosinophils. The endothelium 
of the vessels was swollen, and its nuclei were prominent. At the lower portion of 
the papillary body, at its neck or cutis junction, the plasma cells became more 
numerous and larger and, in some places, almost surrounded or mantled the 


epidermal pegs. In the upper cutis, in addition to the dilated blood vessels filled 
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with blood elements, there were dilated perivascular lymphatic spaces, containing 
round cells and large numbers of plasma cells. An occasional multinuclear plasma 
cell and polymorphonuclear leukocyte could be noted. There were no evidences of 
degeneration or sclerosis of the cutis. In the deepest portions of the cutis, the 
walls of the blood vessel were still found to be swollen (edema). 

The elastic tissue in the deep cutis was present, though fragmented. In the 
region of the cellular infiltrate and below the rete pegs, the fibers were sparse, 
broken and, in part, crumbled. Subepidermally, the network was, in part, absent. 
On the top of some of the papillary bodies, a few fine fibers were to be noted. 


COM MENT 


It seems well to point out, in connection with this case, that the term 
precancerosis is one which has been much discussed of late in_ the 
American literature. There are even some who advocate that this term 
be dropped. 

The case described here is one which should certainly be called a 
precancerosis. In our opinion, this term must be kept to designate con- 
ditions which, while not yet cancer, will, if untreated, practically 
invariably become cancer. 

It will be seen that our definition of this term is of purely statistical 
nature, and without reference to clinical characteristics or to histologic 
morphology. With the great number of different skin lesions which have 
no definite signs of malignancy (macroscopically or microscopically ), 
and which yet well nigh inevitably become malignant (for example, 
Paget's disease, Bowen’s disease, senile keratoses, Dubreuilh’s circum- 
scribed precancerous melanosis or melanotic freckles | Hutchinson] ), 
it is Obviously impossible to give a morphologic description of a pre 
cancerosis. This truth becomes even more evident when one remembers 
that many cutaneous lesions, such as warts, condyloma acuminata and 
certain nevi, present many of the histologic characteristics of threatening 
or beginning malignancy, and yet only exceptionally become cancerous. 

A comprehensive discussion of the definitions and use of the word 
precancerosis was given by the late Bruno Bloch,'' whose pioneer 
studies and experiments in this field have been of the greatest impor- 
tance. Bloch pointed out the superlative practical necessity for the 
preservation of the term precancerosis, in spite of its lack of morpho 
logic precision. He illustrated his point with a comparison of the 
roentgen warts that he produced on the ears of rabbits with the tar 
warts occurring on the backs of white mice. Although clinically and 
histologically almost identical in appearance, and although both follow 
the application of known carcinogenic noxae, the roentgen wart on the 


11. Bloch, Bruno: Cancers and Precancerous Affections from the Derma- 


tological Viewpoint, Cancer Rev. 7:65 (Feb.) 1932; Zum Begriff und Wesen der 
Prakankerose, Dermat. Wehnschr. 32:1164, 1930; Der experimentelle Krebs, 
Schweiz. med. Wchnschr. 51:1218, 1927. 
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rabbit’s ear does not become cancerous, while the tar wart of the mous 
usually does. Clinical and statistical evidence has proved that the latter 
is a precancerosis, while the former is not (Miescher,'* and Schurch '*) 

In this communication, we have called attention to another, and per- 
haps not universally recognized, form of lesion, which experience alomn 
and not clinical or histologic morphology has proved to be precancerous 
The erythroplasia of Queyrat is particularly prone to early metastasis, 


must be recognized as precancerous and, in spite of its benign appear 


ance, should be treated as cancer.'* 


12. Miescher, Guido: Die Entstehung der bosartigen Melanome der Haut, 
Virchows Arch. f. path. Anat. 264:86, 1927. 

13. Schiirch, O.: Studien tiber pracancerosen mit besonderer Berticksichtigung 
des experimentellen R6ntgencarcinoms, Ztschr. f. Krebsforsch. 32:449, 1930; 33:1, 
1930. 

14. Freund, Helmuth: Ueber Erythroplasie, Arch. f. Dermat. u. Syph. 167: 
401, 1933. 





ONYCHOGRYPHOSIS 
REPORT OF AN UNUSUAL CASE 
MAX S. WIEN, M.D. 
AND 


MINNIE OBOLER PERLSTEIN, M.D 


CHICAGO 


This case is reported because of the extreme malformation of the 
toe-nails associated with a marked lichenification of the skin on the legs 


and hyperkeratosis of the soles. 








View of dorsa of feet, showing ram’s horn configuration of the toe- 


A colored woman, aged 73, was admitted to the Cook County Hospital with 
1 generalized arteriosclerosis, hypertension and arthritis of the hip. In addition, 
she presented an unusual deformity of the toe-nails. She stated that in recent years 


1 


From the Dermatological Service, Cook County Hospital, Chicag: 

















Fig. 2—View of plantar surface of feet showing markings on the nail. 
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Fig. 3.—Photograph of nails after removal. 
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r toe-nails had shown a tendency to rapid growth, and that she had had them 
trimmed frequently. Because of her arthritis she was unable to bend over to cut 
her nails, and was dependent on others to do this. The nails had not been cut for 
the past two years, with the resultant overgrowth noted at the time of the exam- 
ination (figs. 1 and 2). 

She presented a deformity consisting of increased length and thickening of all 
the toe-nails. The great toe-nail showed the greatest changes; each measured 


approximately 6 inches (15.24 cm.) in length; the nails were deformed, convex and 


twisted, and resembled a ram's horn. The other toe-nails were involved to a 
lesser extent, their length varying from 34 to 2 inches (0.19 to 5.08 cm.). Some 
of the nails were curved in a spiral fashion. Although the nails were thickened, 
there was no overgrowth of the left fifth and the right fourth toe-nails, because 
of the pressure of the adjacent toes (fig. 3). 

The nails were slightly lustrous, dirty yellowish brown to grayish white, and 
their external surfaces were marked with longitudinal ridges and transverse mark- 
ings of varying depth. Here and there was a flaky horny plate. The inferior sur- 
face of the nails was brownish gray with a deep median furrow from which there 
radiated, to the nail border, irregular, flaky, oblique transverse, ridgelike markings. 
These changes were most marked on the great toe-nails. 

In addition there was marked thickening of the skin over both feet, including 
the soles, and here and there on the sides of the feet were discrete areas of localized 
hyperkeratosis of almost stony hardness. The skin over both legs was greatly 
thickened, and showed hyperkeratosis. Thick lichenified plaques with a tendency to 
the formation of longitudinal folds and furrows were present, especially about the 
lower part of the right leg and about the ankle. 

The upper extremities and the finger-nails were unchanged. 

The redundant toe-nails were removed (fig. 3). 


104 South Michigan Avenue. 


30 North Michigan Avenue. 





LYMPHOGRANULOMA INGUINALE OF THE TONGUE 
AND CERVICAL GLANDS 


REPORT OF A _ CASE 


DAVID BLOOM, M.D. 


NEW YORK 


The history of lymphogranuloma inguinale, for which name Durand, 
Nicolas and Favre’ are responsible, dates back at least to 1859, when 
the French surgeon Chassaignac * described this disease entity. Accord- 
ing to Hellerstrom,* the description of some buboes given by Greek, 
Roman and Arabian physicians coincides with the clinical picture of 
lymphogranuloma inguinale. There is an interesting and extensive 
literature on this subject, particularly since the introduction of the intra- 
dermal test by Frei * in 1925, known since then as the Frei test. Of the 
many papers written on this subject I wish to mention the thesis by 
Phylactos * in 1922, the monographs by Fischl® in 1927 and that by 
Hellerstrom * in 1929; of papers written in this country, one by Pardo- 
Castello * and a comparatively recent one by DeWolf and Van Cleve.‘ 


Read at the Annual Meeting of the Medical Society of the State of New 
York, New York, April 5, 1933. 

From the Department of Dermatology and Syphilology of Bellevue Hospital 
and the University and Bellevue Hospital Medical College (services of Dr. 


Howard Fox). 

This patient was presented before the New York Academy of Medicine, Sec- 
tion of Dermatology and Syphilis, October, 1932. 

1. Durand, J.; Nicolas and Favre: Lymphogranulomatose inguinale subaigue 
d'origine génitale probable, peut-étre vénérienne, Bull. et mém. Soc. méd. d. hop. 
de Paris 35:274 (Jan. 31) 1913. 

2. Chassaignac, E.: Traité pratique de la suppuration et du drainage chi- 
rurgical, Paris, V. Masson, 1859, p. 354. 

3. Hellerstrom, Sven: A Contribution to the Knowledge of Lymphogranu- 
loma Inguinale, Acta dermat.-venereol. supp. 1, 1929, p. 5. 

4. Frei, Wilhelm: Eine neue Hautreaktion bei Lymphogranuloma inguinale, 
Klin. Wehnschr. 4:2148 (Nov. 5) 1925. 

5. Phylactos, Adrien: Lymphogranulomatose des ganglions inguinaux, Thes¢ 
de Lyon, 1922. 

6. Fischl, F.: Lymphogranulomatosis inguinalis, in Jadassohn, J.: Handbucl 
der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1927, vol. 21, 
p. 463. 

7. Pardo-Castello, V.: Lymphogranulomatosis inguinalis, Arch. Dermat. & 
Syph. 14:35 (July) 1926. 

8. DeWolf, H. F., and Van Cleve, J. V.: Lymphogranuloma Inguinale, J. A 
M. A. 99:1065 (Sept. 24) 1932. 
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Lymphogranuloma inguinale is a venereal disease. The primary 
lesion is in most instances a tiny superficial erosion which, a few days 
to two weeks after exposure, appears on the glans or the prepuce in 
men and on the vulva in women. This primary lesion is so insignificant 
and of such short duration that it is usually overlooked by the patient. 
[wo to three weeks after exposure the inguinal or subinguinal glands 
of one or of both sides become swollen; in about a month they reach 
the size of a goose’s egg. Frequently the iliac glands are also involved 
and can be felt by palpating the abdomen above Poupart’s ligament. 


The slightly painful and tender tumor is hard in consistency, and pal- 


pation reveals several almond-sized glands matted together. The over- 


lying skin gradually becomes attached to the tumor and assumes a 
bluish-violet color in several spots; these spots become soft, break 
through and form small sinuses which discharge a slight amount of 
viscous seropus. These sinuses may persist for many months. Before 
this subacute adenitis reaches its height and the stage of fistulization 
some of the patients complain of fever, chills, general malaise and 
rheumatoid pains. The blood may show leukocytosis and an increase 
in large mononuclear cells at the expense of the polymorphonuclear 
neutrophil leukocytes. 

The pathologic picture of the glands involved is, according to man\ 
investigators, characteristic and consists of small necrotic spots, intra 
glandular stellate abscesses and periadenitis. The abscess cavities are 
surrounded by epithelioid cells in palisade arrangement. ‘The rest of 
the gland shows granulation tissue with lymphocytes, polymorphonuclear 
leukocytes, many plasma cells and some giant cells. 

The etiologic agent has not been isolated, but successful inoculation 
of animals was reported by Levaditi,? Hellerstrom,'’® Meyer, Rosenfeld 
and Anders '' and others. 

Lastly, it should be mentioned that lymphogranuloma inguinale may 
involve, particularly in women, the anal and rectal regions. Many, if 
not all, so-called simple inflammatory strictures of the rectum are the 
result of the anorectal syndrome of this disease. 

Within the last year we succeeded in getting under our observation, 
in the skin department of Bellevue Hospital and the University and 
Bellevue Medical College (services of Dr. Howard Fox) eleven patients 
9. Levaditi, C.; Ravaut, P.; Lépine, P., and Schoen, Mile. R.: Recherches 
expérimentales sur l’étiologie et la pathogénie de la maladie de Nicolas et Favre, 
Bull. Acad. de méd., Paris 106:331 (Nov. 17) 1931. 

10. Hellerstrom, Sven: Experimentelle Untersuchungen ueber Lymphogranu- 

ma inguinale, Dermat. Ztschr. 61:395 (Aug.) 1931. 

11. Meyer, K.; Rosenfeld, H., and Anders, H. E.: Erfolgreiche Uebertragung 

les Lymphogranuloma inguinale auf Meerschweinchen, Klin. Wehnschr. 10:1653 


Sept. 5) 1931. 
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with lymphogranuloma inguinale, five of whom had rectal strictures. 


Among the six others there was one with an involvement of the tongue 


and cervical glands whose case is reported here. 


REPORT OF CASE 


History —A. Z., aged 45, a Polish laborer, came to Bellevue Hospital on 
June 28, 1932, complaining of a sore tongue of ten weeks’ duration and of a 
painful mass on the left side of the neck of five weeks’ duration. He had lost 
more than 10 pounds (4.53 Kg.) in weight since the onset of his illness. He 
stated that he had gonorrheal urethritis in 1923 and 1925 and a penile ulcer in 
1923, for which he had received no treatment. 





Fig. 1—Primary lesion of the tongue and left cervical adenitis two months 
after beginning of illness. 


Following an improper sexual relation with a Negress prostitute in the latter 
part of April, 1932, a small annoying but not painful “pimple” developed on the 
tip of the tongue somewhat to the right of the midline. Two weeks later, about 
ihe beginning of May, the patient himself incised the lesion with a razor blade; 
considerable bleeding followed, and soon after the anterior portion of the tongue 
became swollen. Two to three weeks after the incision a swelling developed 
under the chin just to the left of the midline and gradually enlarged to the left, 
extending as far as the lobe of the left ear. It also spread slightly to the right 
of the midline. At this time, about May 21, the patient consulted a_ private 
physician who, after an examination of the blood, told him that he had syphilis. 
[n spite of two intravenous and two intramuscular injections administered within 
two weeks, the lesion on the tongue became worse, and the mass on the left side 
of the neck became larger and more painful. Another physician was then con 
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Laboratory and Experimental Data——Roentgen examination of the lungs 


showed no evidence of tuberculosis. The Wassermann test of the blood was neea- 


tive. 
The erythrocyte sedimentation test, according to the method of Linzenmeier, 


required fifty-three minutes. 
An intradermal tuberculin test gave a positive reaction to 0.001 mg. 


tuberculin. 


Tongue lesion five months after beginning of illness. 








Fig. 4—Several incision scars and swelling below left ear. 


A piece of the lesion of the tongue was examined histologically by Dr. Sym 
“Some hyperplasia of epithelium with 


mers, who gave the following report: 
but no sign of a malignant condition. Beneath the 


i 


occasional pearl formation 
epithelium there is moderately rich fibroblastic connective tissue groundwork 
scattered through which are numerous cells, most of them of lymphocytic variety 
In other words, histologic examination shows nothing specific.” 

We have repeated the Frei test with five different antigens, to all of which 
the patient reacted strongly: the reaction papule broke down in each instanc¢ 
after several days and healed after several weeks with a scar (figs. 5 and 6) 
One of these antigens was sent to me by Dr. DeWolf of Cleveland; another was 


given to me by Dr. Sulzherger. The other three antigens were prepared from 
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seropus obtained by aspiration from the swollen inguinal 
patients with lymphogranuloma inguinale. 

An antigen was also prepared from the pus obtained by aspirating some of 
swollen and fluctuating glands of the neck of the patient himself, according to 
the method of Frei: The thick pus, which by cultural examination was found 


the 


iologic solution of sodium chloride 


sterile, was diluted about ten times with phys 
and heated at 60 C. for two hours on one day and for one hour on the next day. 


patient himself and in five other 


This antigen gave a positive reaction in the 
not affected with 


patients with lymphogranuloma inguinale, while nine patients 


lymphogranuloma inguinale did not react at all. 
When this antigen was filtered through a Berkefeld filter, no reaction was 


obtained either in my patient or in the other patients with lymphogranuloma 


inguinale. 


The patient reacted negatively to ulcus molle vaccine, an emulsion of killed 


streptobacilli in physiologic solution of sodium chloride. 


lations of Animals.—For use in these inoculations there were only about 
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inguinal region of two guinea-pigs. After region of one 
of the animals showed an almond-sized in an indurated 
mass, tender to pressure and attached to the The other guinea- 
pig showed only a pea-sized gland. Several days later the swelling began to be 
smaller, and when the inguinal region was eighteenth day after 
inoculation, no enlarged gland was found. Two weeks later the guinea-pig 
killed and a necropsy was performed, but nothing abriormal was found in any 
the organs except a large pea-sized retroperitoneal gland which 
examination showed nothing abnormal. 
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REVIEW OF THE LITERATURE 

It is to be expected that extragenital lesions of this condition might 
occur as in any other venereal disease. That only few cases are reported 
in the literature is in all probability due to the fact that this disease is 
not as yet well enough known to the medical profession. 

In 1890 Neélaton '* reported the case of a woman who, following an 
insignificant erosion of the little finger, had on the inner side of the arm 
an almond-sized slightly painful tumor which was covered with normal 


Fig. 5.—Lesions on the arm; at the right, the lesion, an erythematous papule 
with an erythematous halo around it, is a Frei reaction twenty-four hours after 
an intradermal injection. The two lesions at the left are papules of several weeks’ 


duration, following a Frei test. 


Fig. 6—The broken-down papule is the same as the corresponding lesion in 


figure 5 five days later. 


skin. A histologic examination of the tumor revealed the picture of 


lymphogranuloma inguinale adenitis. 

In the same year Klotz,’* who as physician at the German Hospital 
in New York had seen about 120 patients with inguinal adenitis of this 
kind within ten years, reported his personal experience with this disease. 


12. Nélaton, A.: De l’adénite inguinale subaigue simple a foyers purulents 
intraganglionnaires, Semaine méd. 10:402 (Nov. 5) 1890. 

13. Klotz, H. G.: Ueber die Entwicklung der sogenannten strumoesen Bubonen 
und die Indikationen fuer die fruehzeitige Extirpation derselben, Berl. klin. 
Wehnschr. 27:132 (Feb. 10) 1890. 
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While extirpating one of the inguinal tumors, called at that time 
“strumous bubo,” he injured the tip of his left index finger slightly 
with a sharp hook. Four weeks later he noticed a swelling of the glands 
at the outer edge of the pectoralis major muscle. A few days later 
fever and rheumatoid pains in the joints developed. An operation was 
performed by a colleague who removed all the glands of the axilla and 
below the clavicle. These glands showed numerous miliary and a number 
of confluent pus foci. 

In 1912 Rost ** in his report on climatic buboes in Eastern Asia and 
the West Indies mentioned that “axillary, cubital or cervical glands seem 
to be involved only exceptionally. This fact is quite strange and, in 
regard to the etiology, worthy of notice.” 

In 1922 Phylactos,* in his fine thesis on lymphogranuloma inguinale, 
cited a case of axillary adenitis which was observed by his teacher 
Favre in a surgeon who had pricked himself during an operation on 
glands affected with lymphogranuloma inguinale. He also saw a patient 
with a voluminous cervical adenitis, the histologic picture of which 
resembled very much that of lymphogranuloma inguinale. Inoculation 
of guinea-pigs proved negative for tuberculosis. 

In 1924 Ravaut, Boulin and Rabeau ** reported the case of a woman 
58 years old in whom, following a sore throat, a left cervical adenitis 
developed which looked to the authors clinically like lymphogranuloma 
inguinale. Viscous bloody fluid was aspirated from the gland. Inocu- 
lation into a guinea-pig proved negative. The patient recovered after 
seven weeks’ treatment with emetine hydrochloride. 

These authors mentioned three other similar cases of cervical adenitis 
which they observed the clinical picture and evolution of which made 
them believe that they were dealing with cases of lymphogranuloma 
inguinale. They expressed the opinion that quite a number of cases of 
adenitis in different locations of the body which were called scrofulous 
or tuberculous without any real proof of their tuberculous nature could 
belong in the group of these special glandular conditions. The cervical 
adenopathies followed sore throat and persistent tonsillitis. In one case 
a small white nodule persisted for several weeks on one tonsil, and its 
nature could not be diagnosed by any laryngologist. 

In 1929 Hellerstrom * reported the case of a surgeon who in 1904, 
while preparing for an operation on a resistant strumous bubo, injured 
himself slightly under the left thumb-nail with the point of a nat! fle. 


14. Rost, G.: Klimatische Bubonen, Arch. f. Schiffs- u. Tropen-Hyg. 16:677 
Oct.) 1912. 

15. Ravaut, Paul; Boulin, and Rabeau: Etude sur la “poradéno-lymphite” 
ou poradéno-lymphite suppurée bénigne a forme septicémique) (ou lymphogranu- 
lomatose inguinale subaigue de Nicolas et Favre), Ann. de dermat. et syph. 5:463 


\ug.-Sept.) 1924. 
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He had forgotten this injury until some time later, when a small tencer 
ulceration appeared under the nail; this healed under simple treatment. 
Soon after this, however, the glands in the left axilla became enlarged 
and slightly tender, associated with general weakness and a low remittent 
fever. The glands gradually increased in size and became adherent to 
the overlying skin. Several small bluish-violet swellings with central 
pseudofluctuation appeared. Actual fluctuation did not develop, and 
the conglomeration of glands had only a slight tendency to suppurate. 
His general condition became gradually worse, fever reached 40 C. 
(104 F.) and albumin appeared in the urine. The glandular mass was 
then enucleated, and the surgeon recovered. In 1927, twenty-three years 
later, a Frei test was done on this surgeon and gave a positive reaction, 
while the test for ulcus molle was negative. The glands which were 
preserved from 1904 were examined by Hellerstrom, who found the 
characteristic histologic picture of lymphogranuloma inguinale. 

The last case of extragenital localization of lymphogranuloma ingui- 
nale recorded in the literature very much resembles the case herein 
reported. In 1931 Buschke and Curth '® reported the case of a man 
54 years old in whom two or three weeks after a perverted sexual rela- 
tion with a prostitute an erosion on the tip of the tongue developed ; 
this lesion was followed two weeks later by a slightly painful, slow- 
growing left cervical adenitis. The Frei test was positive. The Was- 
sermann test of the blood was also strongly positive, but antisyphilitic 
treatment did not have any influence on the adenitis or on the ulcera- 
tion of the tongue. Tuberculosis was excluded. Fistulas developed, 
discharging thin pus, and new swellings developed with the same ten- 
dency to become red and soft. No treatment was of any avail except 
the radical removal of the submaxillary and posterior cervical glands. 
The lesion on the tongue, however, was quite persistent. 


COMMENT 
The facts that the lesion on the tongue and the cervical adenitis 
followed a perverted sexual relation with a prostitute; that the Frei 
test was in every respect positive, i. e., that the patient gave a strong 
positive reaction to antigens prepared from his own pus and from the pus 
of several other patients with lymphogranuloma inguinale, and_ that 
those patients reacted to his antigen make it fairly certain that we 
were dealing here with a case of lymphogranuloma inguinale of the 
tongue and cervical glands. The lesion on the tongue needs some com- 
ment, as it did not present the usual picture of a primary lesion of 
lymphogranuloma inguinale, which in the majority of cases is insig- 
16. Buschke, A. and Curth, W.: Ueber die extragenitale Lokalisation des 
Lymphogranuloma inguinale (Nicolas-Favrsche Krankheit), Klin. Wehnschr, 10: 
1709 (Sept. 12) 1931. 
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nificant in appearance and ephemeral in duration. It seems to me quite 
significant that the ulceration of the tongue in the case of Buschke and 
Curth showed a similar persistence. The same case which he reported 
in 1931, Buschke presented before the Berliner Dermatologische Gesell- 
schaft '* in 1932, and some of the ulcers on the tongue of the patient 
still persisted. On that occasion he stated that exceptionally some pri- 
mary lesions are extremely persistent. In the discussion Frei suggested 
that the ulceration on the tongue might be analogous to the extremely 
resistant ulcerations on the genitals of women which follow or accom- 
pany lymphogranuloma inguinale. Here may be mentioned also the 
report of Bory ’** of a primary lesion of lymphogranuloma inguinale 
which he excised after several weeks of existence. It is quite conceivable 
that in my case the rich lymphatic supply of the tongue is an important 
factor in the causation of the persistence of the primary lesion. 

In regard to the inoculation of guinea-pigs it was disappointing to 
see the large inguinal tumor disappear, because it had been intended 
to examine the inguinal gland and also to prepare an antigen for Fret 
tests to be carried out in my patients with lymphogranuloma inguinale. 
\ recent report, however, by Franz Koch '™ states that this is the usual 
occurrence when lymphogranuloma inguinale virus is injected into 
guinea-pigs, and that if these glands are to be examined, they must be 
removed in the beginning of the third week, when they are of maximum 
size. 

The. fact that the lesion on the tongue showed a nonspecific inflam- 
mation does not speak against the diagnosis. It is possible that if a 
biopsy could include the entire thickness of the tongue one would see 
the pathologic picture of the lymphogranuloma inguinale chancre 
described by Bory and Phylactos. 

The occurrence of a marked increase of the transitional leukocytes 
on two occasions, while the patient was quite ill may have the same 
significance as the mononucleosis which is reported as part of the blood 
picture in lymphogranuloma inguinale. 

The marked acceleration in the erythrocyte sedimentation test may 
also belong to the picture of lymphogranuloma inguinale, as this was 


observed in all of our patients with Ilvmphogranuloma inguinale. 


135 East Fiftieth Street 
Dr. Julius Klosterman and Mrs. Ruth W. Kidd of the Department of Bac- 
teriology of the New York University gave valuable assistance in the preparation 


ot antigens and in animal experimentation 


17. Buschke, A.: Dermat. Ztschr. 63:267 (March) 1932. 

18. Bory, L. Le lymphogranuloma inguinale (ulcére simple adénogene des 
parties génitales), Progrés méd., Dec. 3, 1921, p. 565. 

19. Koch, Franz: Experimentelle Untersuchungen ueber das Lymphogranu- 

na inguinale, Dermat. Ztschr. 65:14 (Jan.) 1933. 








DRUG ERUPTION 


REACTION TO BISMUTH AND GOLD SALTS; REPORT OF A CASE 


HERBERT RATTNER, M.D. 


CHICAGO 


The use of gold and bismuth salts is sometimes followed by the 
development of a toxic rash. In the case herein reported a rash which 
simulated both pityriasis rosea and erythema multiforme developed fol- 
lowing the extended use of gold sodium thiosulphate and again following 


medication with bismuth salicylate. 


History —A well built man, aged 42, a window washer, was seen for lupus 
erythematosus which had been present for one year. He presented erythematous 
scaly patches that covered most of the face, neck, scalp and ears, an eruption so 
extensive that areas of normal skin were barely visible. The remainder of the 
body was free from lesions, and there were no systemic symptoms. 

The past history and the family history were without significance. The gen- 
eral physical examination gave negative results. The Wassermann and the Kahn 
reactions of the blood, the urinalysis, and the blood pictures were normal. In the 
past he had been treated with numerous topical applications, and with several 
exposures to the roentgen rays. 

Treatment.—He was given intravenous injections of gold sodium thiosulphate 
at intervals of one week. The first dose was 5 mg., and each succeeding dose was 
increased by 5 mg. until a maximum single dosage of 50 mg. was attained. After 
the eleventh injection his condition had improved sufficiently to allow rest from 
treatment for six weeks. The injections were then resumed, again beginning with 
a small dosage, until the eighth injection, when a pruritic rash appeared on the 
body, which consisted of scattered macular lesions symmetrically distributed on the 
trunk and limbs. In a few days many more lesions developed, and the appearance 
as a whole was that of pityriasis rosea in that the lesions were erythematous, oval, 
scaly and their long axes were parallel to the lines of cleavage of the skin. Gradually 
they became a darker red, the deeper layers of the skin became involved, and the 
dependent areas showed the greatest intensity. The clinical picture now was 
clearly one of toxic dermatitis of the erythema multiforme type. Microscopic 
examination of a lesion showed a nonspecific inflammatory reaction about the 
blood vessels consistent with the clinical diagnosis. The eruption cleared up rather 
promptly when sodium thiosulphate was administered intravenously, and when the 
body was entirely free from lesions skin tests were performed with weak dilutions 
of gold sodium thiosulphate. A patch test was negative after seventy-two hours, 
and remained negative. A scratch test was definitely positive. Control tests were 
negative, and intradermal tests were not performed 

\fter a rest period of several months, treatment was begun with intramuscular 
injections of bismuth salicylate at weekly intervals. After the seventh treatment 
there again developed a toxic rash similar in every respect to the dermatitis the 


patient had had previously. There was the same response to skin tests, and injec- 
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tions ; they represent a group reaction that can be caused by heavy metals, 


Another explanation that has been offered is that the reaction after t 

use of the bismuth salicylate may have been due to the previous metallic 
treatment. According to Weiss, one irritant may leave for following 
irritants a greater capability of response; a second irritant, though of 
similar strength, may have an action greater than that of the first irri- 
tant; a series of individually inactive irritants can exert a toxic effect, 
a phenomenon that has been designated the summation of the irritants.’ 

7 West Madison Street. 


2. Throne, B.; Kingsburg, J., and Myers, C. W.: Unusual Clinical Manifesta- 
tions Following Intravenous Administration of Gold Compounds, Arch. Dermat 


& Syph. 25:494 (March) 1932. 








824 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


of the case we observed began about four or five months before the 


general eruption; this very much exceeded the time stated by Hallo- 


peau in his report. The herald patch in our case was unusual in size, 








———————————————— EE 


Primitive patch with development of general eruption. 


but it probably did not equal the dimensions of the one reported by 
Allen, nor, as far as we know, has the configuration here described 
been reported. 
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Brunauer * had the opportunity during the World War to observe 
the appearance of marked atrophic striae in two youths seriously ill 
with Shiga-Kruse dysentery. In one, there were transverse striae 
on the lower part of the back; in the other, they appeared on the 
flanks, the thighs and the knees. The course of the disease was short and 
fatal. The patients did not lie in cramped positions or long in one posi- 
tion. The tension of the skin was normal. Brtinauer published his 
histopathologic studies from these cases in 1923. He found degenerative 
changes in the elastic tissue not only of the skin but of the blood vessels 
as well. He propounded the theory that a circulating toxin produced by 
the Shiga-Kruse bacillus had a specific affinity for elastic tissue and 
caused degenerative changes in the framework of the skin, which 
eventuated in stretching and atrophy following even normal tension 
of the skin. He ventured the assumption that similar elastotoxins may 
be produced by degenerative processes in other parts of the body or 
by disturbances of the endocrine system. He sought thus to reconcile 
the exceptions to a purely mechanical theory. Kogoj,* in 1925, found 
further support for Brtinauer’s theory of the presence of a circulating 
toxin with elastic tissue from his histologic study of marked striae 
which appeared in a youth 18 years old, dying of pulmonary tubercu- 
losis, and also from his study of newly formed striae gravidarum. 

My interest in this subject was aroused by a case seen in Dr. 


Ormsby’s practice a few years ago. 


REPORT OF CASES 


Case 1—A girl, aged 14, was brought for examination by her mother because 
raised welts had appeared over her hips and buttocks within a period of two and 
one-half months. They caused no sensation. The girl was well developed. She 
did not appear obese, but had gained 2 pounds (0.9 Kg.) a month for the preceding 
eighteen months. She weighed 125 pounds (56.7 Kg.) when first seen. She had 
enlargement of the thyroid gland during adolescence. Her menses were established 
two years previously, and she was normal in every other respect. 

When first seen, raised, brownish-red, moderately firm welts were present 
over the buttocks and over the trochanters. These were arranged along the lines 
of cleavage. On pressure with a diascope the color disappeared, and the welts 
resembled ordinary striae. The raised welts connected with atrophic lines of the 
type of ordinary striae except that the color was more yellowish. On the inner 
surfaces of the thighs the lesions were more papular, and the papules were 
arranged along the lines of cleavage. Dufing a period of several months’ 
observation, the raised welts became transformed into atrophic striae. 

Case 2.—During the past year another patient was seen with Dr. Ormsby. A 
girl, aged 15, had increased in weight from 100 to 123 pounds (45.4 to 55.8 Kg.) 
within nine months. During this period reddish lines developed on the buttocks 
and over the knees. 


3. Briinauer, S. P.: Arch. f. Dermat. u. Syph. 143:110, 1923. 
4. Kogoj, F.: Arch. f. Dermat. u. Syph. 149:667, 1925. 
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The patient was soon discharged, but was readmitted to the Cook County 
Hospital on three subsequent occasions: on May 24, 1932, for a threatened abortion, 
at which time it was determined that she was pregnant; on June 22, for epilepti- 
form convulsions, and on her last admission, November 21, when a healthy boy 
was delivered. 

She came under our observation again in the outpatient department on 
December 23. Her weight was 240 pounds (108.8 Kg.), but she stated that she 
weighed 258 pounds (117 Kg.) during her pregnancy. Many new red lines had 
appeared on the abdomen, a few over the hips and a few in other areas. A 
marked chloasma was present on her face. The original raised lines described on 
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Fig. 1 (case 3).—Cross-section of a raised stria from the flank. The early 
stage shows: edema of the papillary and reticular layers of the corium where the 
collagenous fibers are seen to be parallei to the surface of the skin, and the con- 
nective tissue cells are increased in size and number; a perivascular round cell 
infiltrate about the superficial vessels; a disturbance of the collagenous bundles 
in the middle corium. Hematoxylin and eosin; * 45. 


her first visit had flattened out and become depressed. They were a deep red. 
Similar depressed, deep red striae were present on the abdomen. A moderate 
number had appeared on the inner part of the thighs, the popliteal folds, beneath 
the breasts and on the medial and posterior aspects of the upper part of the arms 
and over the sacrum. Over the abdomen these atrophic striae were marked and 
were from 6 to 8 mm. wide. A biopsy specimen was taken from a small stria in 
the right flank near the scar of the original biopsy specimen. The tissue was 
fixed in alcohol and mounted in paraffin. A second biopsy specimen was taken 
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rom a raised stria in the region of the right flank, and the tissue was fixed in 
alcohol and in a dilute solution of formaldehyde. In addition to staining the 
tissue with hematoxylin and eosin, the Unna-Tanzer orcein method for elastin 
and Hart’s modification of Weigert’s method were used. Elacin was sought by 
Unna’s method, polychrome methylthionine chloride U. S. P. (methylene blue) and 
tannin being used. 

On examination of a section stained with hematoxylin and eosin, under low 
power magnification, the area of the stria cut in cross-section was seen to be 


raised above the surrounding skin (fig. 1). The epidermis was little changed. 
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Fig. 2 (case 3).—Same area as figure 1 stained with Hart’s modification of 
Weigert’s elastic tissue stain and hematoxylin. A cross-section of zone of the 
elastic tissue defect is shown. Elastin fibers have been transformed into 


numerous faintly staining fibrillae which in the upper corium run parallel to the 
i i 
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surface of the skin; * 5 


reticular layer of the corium the vessels were dilated, and there was a 
slight perivascular infiltrate that was most marked in the region of the stria. 
The stria was plainly distinguished from the surrounding skin because its 
reticular layer was made up of large numbers of wavy collagenous fibers running 
parallel to the surface of the skin and by an increase in size and number of the 
connective tissue cells as well as by a slight edema. The collagenous bundles 
in the middle third of the corium in the zone of the stria were also separated and 


distorted. 
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Sections stained with acid orcein and Hart’s modification of Weigert’s stain f 
elastic tissue were next studied. In the center of the section (fig. 2), in the 
raised area corresponding to the stria, was a zone of marked disturbance in the 
elastic tissue extending from the papillary layer through the upper two thirds of 
the corium, and becoming wider in the middle of the corium. In the affected 
portion the normal arrangement of the elastic fibers in the papillary and sub 
papillary zones as seen at the margin was replaced by a multitude of fine fibrils 
running parallel to the surface, with no supporting network for the papillae 
In the lower reticular layer one got the impression that these fine fibrillae were 
formed by the fraying out of elastic fibers of normal size. In the middle third 
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Fig. 3 (case 3).—Same as figure 2; * 300. Hart-Weigert elastic tissue stain 
and hematoxylin. A transition of normal elastic fibers into fine, faintly staining 
fibrillae is shown at the lateral margin of the zone of elastic tissue defect. 


of the corium the zone of elastin defect was perhaps twice as wide as in the 
reticular layer and was limited laterally and below by normal elastic tissue. It 
was made up of fine, frayed, poorly staining, fragmented fibers with no regular 
arrangement. The fibrillae were not so regular and not nearly so numerous as in 
the upper part of the corium, and fibers of normal size could be seen splitting 
into a dozen or more fibrillae. The transition at the lateral margins of this zon 
to normal elastic tissue was gradual (fig. 3). Groups of fine fibrillae alternated 
with elastic fibers of normal size and arrangement and other fibers that wer: 
dense and clumped. Fibrils giving Unna’s stain for collagen were demonstrated 
only in the upper part and in the middie third of the zone of defect, but elacn 


was not demonstrated. 
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The second biopsy specimen was taken about ten months later than the first 
from a small, dull red, depressed, atrophic stria about 6 cm. from the scar of the 
rst specimen. It was fixed and stained in the same way as for the first biopsy. 

The zone of elastic tissue defect was much more complete than in the first 
specimen (fig. 4). It was of the same general shape, broadest below and 
narrowest in the subpapillary zone, and extended through two thirds of the corium 
In this area only a few fine, short fibrils of elastin, rather weakly staining, 
remained irregularly scattered, except in the subpapillary layer where these 
fibrillae lay parallel to the surface. The transition into normal elastic tissue at 
the lateral borders of the zone of defect was more abrupt than in the first biopsy 
specimen, and there were a few tightly coiled and clumped fibers of elastic tissue 
at the border interspersed with the very fine, poorly staining fibrillae. 

With other stains the area of defect was difficult to locate in contradiction to 
the first specimen. There was no evidence of productive inflammation, although 
the vessels were all well defined. Elacin and collagen could not be demonstrated. 
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Fig. 4 (case 3).—Second biopsy specimen showing late atrophic stage of stria, 
with a marked elastic tissue defect in the midcorium. A _ few fine fibrillae are 


retained in the papillary and subpapillary zones. Hart-Weigert; & 45 


COMMENT 

The presence of raised violaceous welts, which in the course of a 
few weeks were observed transformed into depressed atrophic striae of 
the usual type, made it appear more than likely that in such cases at 
least a factor other than mere mechanical tension was active. The histo- 
pathologic changes appear to support such a belief. Wirz,’ who in 1930 
described a similar transformation of raised welts into atrophic striae 
in a young pregnant woman, is of the same opinion. 

Briinauer * and Kogoj,* in describing the histopathology of atrophic 
striae, could find no evidence of inflammatory reaction and were inclined 
to agree with Zieler ° that the slight round cell infiltrate about the vessels 


5. Wirz, F.: Arch. f. Dermat. u. Syph. 159:124, 1930 
. Zieler: Miinchen. med. Wehnschr. 52:1764, 1905 
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of the cutis is due to the stimulus of stretching. Eliascheff,’ however, 
found a marked round cell infiltrate about the vessels of the corium in 
newly formed striae which were associated with empyema. In our 
case 3, the histopathologic study of an early welt confirmed the clinical 
impression of inflammation. The epidermis in the region of the stria 
bulged outward. The collagen was somewhat edematous, and the con- 
nective tissue nuclei were much larger and more numerous than normal. 
The vessels were moderately dilated. There was a slight perivascular 
infiltrate of polymorphonuclear leukocytes and lymphocytes, more 
marked in the region of the stria. All this confirmed the impression 
that the process was a productive one. 

\ glance at the sections from this early lesion stained with acid 
orcein and Weigert’s stain for elastic tissue was enough to show that 
there had been marked change in the elastic framework of the skin. The 
normal elastic tissue framework of the papillary and reticular layers had 
been supplanted by a multitude of fine, rather poorly staining fibrillae 


8 


lying parallel to the surface of the skin. Pinkus * stated that the norma 
clastic tissue consists of fibers but not of bundles of fibrillae. Evi- 
dently this transformation was a degenerative one. The arrangement 
of these fibrillae parallel to the surface was evidence that they were no 
longer able to resist the normal tension of the skin. In the midcutis 
there was the same evidence of degeneration but no regularity in arrange- 
ment. Fibrillae of this type were described by Wirz * as occurring in 
the raised welts in a pregnant woman, but he did not emphasize their 
arrangement. 

This fibrillation of elastic fibers seems to be an early stage in the 
evolution of the stria, for it was mentioned only incidentally by 
Briinauer * and Kogoj * and was present only in the subpapillary zone 
and in limited amounts in the late atrophic stage of our own case. 
Unna" described it in small atrophic striae, but does not state whether 
he believed it due purely to mechanical tension or to chemical change. 
Zieler ® considered it an evidence of regeneration of elastin. 

The transformation from degenerated to normal elastic tissue at the 
margins of the stria is gradual. There is no evidence of spiral or rolled 
up fibers suggesting the retraction, like a spring, of fibers which have 
been snapped by the tension, as the early authors, Unna,’ Zieler ° and 
co-workers, including Brtinauer * have described, but which Kogoj * 
considered an artefact. 


7. Eliascheff, P.: Ann. de dermat. et syph. 5:355, 1924. 

8. Pinkus, F., in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank 
heiten, Berlin, Julius Springer, 1927, vol. 1, pp. 1 and 33. 

9. Unna, P. G.: The Histopathology of the Diseases of the Skin, translated 
by Norman Walker, Edinburgh, W. F. Clay 1896, p. 997. 
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Unna? coined the term “elacin” for basophilic elastin and described 
several methods for demonstrating it. The one most favored by later 
students is his polychrome methylthionine chloride tannin method. Like 
\WVirz,° we were unable to demonstrate elacin in the early welts. | 
ever, we did demonstrate collacin or basophilic collagenous fibers in the 
area of defect. Kogoj* considered collacin of the same significance as 
elacin, 1. e., an evidence of degenerative chemical change. 

The collagen was also much altered in the early stage ot the stria. In 
the reticular layer there were numerous wavy fibrillae running parallel 
to the surface which stained rather poorly and were somewhat homo- 
genized. Deeper in the corium there was also some disturbance in its 
arrangement and its staining properties. Similar alteration of the col- 
lagen has been described by Brtinauer * and Kogoj* in the atrophic 
stria. The demonstration of collagen was evidence ot chemical change. 
The involvement of the collagen was significant in view of Kyrle’s ' 
belief that in atrophy of the skin collagenous degeneration must always 
he associated with degeneration of the elastic tissue before it is clinically 
visible. It is evident that at this early edematous stage of the striae 
there is a chemically and physically altered supporting framework of 
the skin. 

The second biopsy specimen taken from a depressed atrophic stria 
nearly a year later gave an insight into the end-result of these biochemical 
processes. There was an almost complete defect in the elastic tissue 
extending from the papillary layer to the lower third of the cutis. Only 
a few free, fine, poorly staining remnants of elastin remained except in 
the subpapillary laver where there was still some suggestion of the 
parallel fibrillae. The collagen showed little change. There was no 
atrophy of the appendages of the skin but some deformation owing to 
lack of supporting framework. Kogoj* described a similar condition. 
The zone of defect was narrowest in the papillary and subpapuillary layers. 
Unna * explained this on the ground that elastic network in this area is 
normally capable of considerable give. 

Can mechanical tension alone produce the changes in the elastic fibers 
which have been demonstrated in the early hypertrophic striae in case 3° 
It seems plausible that the transformation of elastin fibers of normal 
size into numerous very fine, long drawn out fibrillae is an indication 
of more than a mechanical deformation, and rather good evidence of a 
degenerative process. These fibrillae no longer possess the resistance of 


normal elastin to transverse strain, and this accounts for their arrange- 


ment parallel to the surface and to the consequent distortion of the blood 


vessels and appendages of the skin. The somewhat swollen and dis- 


10. Kyrle, Josef: Vorlesungen tthber Histo-Biologie der menschlichen Haut und 
ihrer Erkrankungen, Berlin, Julius Springer, 1925, vol. 1, p. 125. 
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torted elastic fibers at the margin of the elastic tissue defect may he 
seen in other conditions with atrophy of the elastic tissue and are 
evidence of degeneration rather than elastic fibers that have snapped 
and coiled up like a broken spring. 

In the later stage this degenerated and fibrillar elastin had been 
largely absorbed in the area, and interpretation of the processes involved 
would be difficult without knowledge of the early stage. 

It would seem likely, then, that a toxic factor may be assumed to 
affect the elastic tissue and render its separation more likely when the 
tension is increased. Why it should affect roughly parallel lines and 
certain locations is more difficult to explain. There are indications of 
a disturbance of the endocrine system in the third patient, and the 
appearance of similar lesions at puberty in the two patients first 
cited would seem to encourage the speculation, at least, that substances 
with selective toxicity for elastic tissue may be produced under some 
circumstances of endocrine imbalance, predisposing to the production of 


raised striae which later become atrophic. 


SUMMARY 

1. Three cases have been described of an early hypertrophic stage in 
the production of striae distensae in girls shortly after puberty. 

2. One of these cases was studied histologically in the early stage 
and in the later atrophic stage of the striae. 

3. There was evidence in the early stage of productive inflammatory 
change with degeneration of the elastin. 

4. The explanation of the appearance of such striae involves not only 
an increase of mechanical tension in the skin but degeneration of the 
elastic tissue by some toxic agent. 


5. The theory is propounded that the toxic agent in these cases 


may be the product of a disturbance of the endocrine system. 


25 East Washington Street. 
DISCUSSION 

Dr. Hamitton Montcomery: Dr. Ebert is to be congratulated on his detailed 
histopathologic study. The fine fibers which are seen in the photomicrographs 
may possibly be regenerating rather than degenerating elastic tissue fibers. Gans 
calls attention to new formation of elastic fibers in a certain type of diffuse 
scleroderma, and | believe a similar process can occur in striae cutis distensat 
One can look on the curling up of the fibers at the margins of the process as 
the result of mechanical breaking, and then on the fine brushlike fibers as newly 
formed elastic tissue that is endeavoring to stretch over the pathologic area in a 
process of repair. There is considerable doubt, however, whether elastic fibers 
can regenerate. Dr. Ebert has brought out clearly the toxic element in striae 


cutis distensae. 
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Dr. WILLIAM ALLEN Pusey: It seems to me, if one wishes to speculate, that 
one must assume that there is a mechanical factor in the vast majority of these 
cases of striae. I do not say that a toxemia may not be the sole cause as in cases 
of typhoid fever, but in cases with distention in which mechanical fracture of the 
fibers may be the primary factor one must consider whether this toxic degenera- 
tion is not a result of breaking up of the tissues—that all of these changes may be 
the result of digestive substances freed as the result of injury to the tissues, so 
that in these cases, at least, the mechanical cause is the primary factor. That 
idea occurred to me simply because the digestitve factors can have the phenomena 
seen in many of these cases. 

Dr. RuBEN NoMLAND: I studied these sections, and I think that they show 
better than the photomicrographs that no simple theory of stretching and then 
breaking could properly explain these phenomena. In regard to the brushlike 
fibers, they occur in the most recent lesions, the small striae not more than 1 mm. 
wide which were not elevated and which were assumed to be of recent origin, and 
not the old striae that would give opportunity for degeneration. There would 
have to be degeneration before there could be fully developed striae. I think, as 
Dr. Ebert showed, that the factors in the breaking up of the fibers are toxic 
action plus stretching to produce the striae. 

Dr. Hamitton Montcomery: I have seen the fine fibers and brushlike fibers 
in old cases of striae cutis distensae. 

Dr. Oxtver S. OrmMsBy: I was much interested when I saw these hypertrophic 
lesions in linear arrangement in adolescent girls, because these were the first cases 
I had observed with this particular type. There are a number of cases on record 
in which macular lesions have started as hypertrophic forms, and in those trauma 

- tension was probably not a factor in the production of the lesions. 

Dr. M. H. Exert: I followed in Dr. Michelson’s footsteps and selected a very 
simple subject for this paper. I am glad I did. I think that in the future I shall 
adhere to simple subjects for it has been a revelation to see how much can be 
developed and how much real thought is necessary to get anywhere. It is 
astonishing to see how much has been written on this subject of striae, particularly 
regarding the elastic fibers. Zieler discussed the question of fibrillation of the 
elastic tissue. In early striae gravidarum he found this form of elastic tissue in 


regeneration. In my cases in which the fibrillation was so marked in the upper 
corium, I could hardly bring myself to think that it was an evidence of 


the papular layer, and he discussed the possibility of its being a manifestation of 


regeneration. 

As to Dr. Pusey’s point, I have to confess that I spent a lot of time in thinking 
this over. It was my impression that some change had taken place in the elastic 
tissue before it snapped and gave way. 

I thought that a study of this unusual hypertrophic stage of striae cutis 
distensae might throw light on the genesis of the common forms of atrophic 


striae. 





FUNGICIDAL PROPERTIES OF CERTAIN CLINICALLY 
RECOGNIZED FUNGICIDES 


LABORATORY DETERMINATIONS USING THE STRICKLER-BORNEMAN 
APPARATUS AND THE HENAL VACUUM VAPORIZER 


ALBERT STRICKLER, M.D. 


PHILADELPHIA 


The object of this study was the development of a formula for the 
local treatment of epidermophytosis based on laboratory facts. This 
seemed desirable for a number of reasons: the continued numerical 
increase of epidermophytosis ; the realization by the laity of the harmful 
possibilities of this condition, if it is neglected, and the need for a 
topical medicament sufficiently fungistatic to be relied on as the sole 
agent in the treatment of the mildest expressions of this condition and 


as an adjunct in the more severe forms. 

It was decided to build this formula with iodine as the basis, since 
chemotherapeutic studies have shown iodine to be the best present-day 
fungicide. A liquid was believed to be superior to an ointment, princi- 
pally because of the more efficient action of the iodine, since Sollmann 


has stated that the iodine in ointments through chemical union with 
the bases, is unable to react with proteins and that, therefore, iodine 
in such combinations must lose at least a part of its effectiveness. Other 
factors favoring a liquid combination were cleanliness, ease of applica- 
tion, improbability of decomposition of the remedial agent by heat or 
moisture, even when applied to a soggy skin, and therefore less tendency 
toward irritation. 
PLAN AND TECHNIC OF EXPERIMENTS 


In the experiments described, an effort was made to determine what remedies, 
aside from iodine, having an experimental or empiric basis as fungicides, could be 
combined with iodine to increase its efficiency. In this investigation, the technic 
followed was that devised for testing the fungicidal properties of vaporized 
iodine.1 The substances tested were: potassium iodide, 10 per cent, in talc; 
salicylic acid, 3 and 10 per cent respectively, in talc; benzoic acid, 10 and 20 per 
cent respectively, in talc; boric acid, and talc alone as the control. 

In these experiments, collodion sacs were used, the outer surfaces of which 
were covered with the respective powders for two hours and removed with care 
so as to make possible a maximum adherence of the powder. The sacs were then 


From the research laboratories and the dermatologic clinic, the Skin and 
Cancer Hospital of Philadelphia. 

1. Strickler, Albert: Elemental Iodine; A New Technic for the Evaluation 
of Its Fungicidal Properties, J. Lab. & Clin. Med. 18:49 (Oct.) 1932. 
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filled with 5 cc. of the liquid culture growth (ringworm fungus culture), 


hermetically sealed and suspended in the Strickler-Borneman apparatus. Each 
sac was subjected to two applications of vaporized iodine as delivered by the 
Henal vacuum vaporizer, with a negative pressure of 15 inches (38.1 cm.). The 
sacs were exposed to the vaporized iodine for fifteen, thirty and sixty minutes, 
respectively, before reculture. After removal of the collodion sacs from the 
apparatus, a definite amount of the iod’ne-treated culture was pipetted onto the 
solid Pennsylvania medium for observance of growth. All cultures were observed 
for twenty-one days before being discarded. The types of ringworm fungi used 
in these experiments were Microsporon audouini, Trichophyton gypseum asteroides 
and Epidermophyton inguinale. These fungi were grown on Weidman’s 
Pennsylvania medium for from two to four weeks and were transplanted on the 
same medium without the agar for enclosure in the collodion sacs, prior to 
experimentation. 
REMEDIAL AGENTS USED 

Potassium Iodide, 10 Per Cent, in Talc.—Potassium iodide was 
selected because of the suggestive observation of Sharlit and Highman 
that the addition of iodides seemed to increase the efficiency of tetra- 
iodomethenamine, the iodine compound which they used, both experi- 
mentally and clinically. The potassium iodide mixture was subjected 
to the fungicidal tests already outlined, with the following results: 
Vaporized iodine alone retarded the growth of Microsporon audouini 
after thirty minutes of exposure. However, the addition of the potas- 
sium iodide appeared to enhance the fungicidal properties of the vapor- 
ized iodine to such an extent as to kill this fungus after exposure for 
the same interval. Vaporized iodine alone and when fortified by the 
potassium iodide proved equally lethal for the culture of Trichophyton 
gypseum-asteroides. However, potassium iagide-fortified vaporized 
iodine appeared to be more deadly for Epidermophyton inguinale, 
which survived exposure for fifteen minutes to the vaporized iodine 
alone and was killed when exposed to the fortified vapor for the same 
interval. 

Salicylic Acid, 3 and 10 Per Cent Respectively, in Talc.—Since sali- 
cylic and benzoic acid form the basis of the clinically reliable Whitfield’s 
ointment, these remedies were tested experimentally. Schamberg and 
Kolmer, in their chemotherapeutic studies, used an aqueous dilution of 
salicylic acid (1: 100) and found salicylic acid lacking in fungistatic 
properties, even when used in a dilution of 1:20. Kingery and Adkis- 
son used a 1: 1,000 aqueous dilution of salicylic acid and found that 
one minute of exposure of various fungi to this solution resulted in 
a fungicide rate of 29 per cent; exposure for thirty and sixty minutes, 


respectively, resulted in a rate of 64 per cent; while exposure of twenty- 


four hours showed a rate of 93 per cent. 

Sharlit and Muskatblit elaborated a novel technic, using a 1 per cent 
‘oneentration of salicylic acid in flexible collodion and lining the inside 
f the test tube with this preparation. After this had dried, 10 cc. of 
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Sabouraud’s dextrose agar was poured into the tube and permitted to 
solidify in a slant. The center of the slant was seeded with cultures of 
various types of ringworm fungi, and the tube was then plugged and 
incubated at room temperature. Their results with salicylic acid showed 
that this medicament killed the growth of Microsporon lanosum, Epi- 
dermophyton inguinale, Epidermophyton gypseum and_ <Achorion 
quinckeanum. 

Following are the results obtained with salicylic acid by the method 
used in this study. With a 3 per cent dilution of salicylic acid, the 
culture of Trichophyton asteroides grew slightly slower than the control 
after exposure for fifteen minutes to vaporized iodine; the culture of 
E-pidermophyton inguinale equaled the control in growth, and the growth 
of Microsporon audouini was slightly slower than that of the control. 
During the thirty and sixty minute exposures no growth appeared in 
any of the tubes. Ten per cent salicylic acid gave less favorable results 
than did 3 per cent. In the tubes exposed for fifteen and thirty minutes 
respectively, the growth was equal to that of the control, while in the 
tubes exposed for sixty minutes no growth appeared. 

Benzoic Acid, 10 and 20 Per Cent Respectively, in Talc.—Benzoic 
acid, the other constituent of Whitfield’s ointment, was also tested for 
its fungicidal properties. According to Schamberg and Kolmer, benzoic 
acid in a 1: 100 aqueous dilution proved fungistatic ina strength of from 
1:40 to 1: 200, depending on the type of fungus used. Kingery and 
\dkison used a 1: 1,000 aqueous dilution and found that various fungi 
exposed to this dilution for one minute were not killed. When the 
fungi were exposed for (hirty and sixty minutes, respectively, the fungi- 
cidal rate was 50 per cent, and after exposure for twenty-four hours 
the fungicidal rate rose to 80 per cent. Sharlit and Muskatblit, using 
their special technic, showed that benzoic acid killed the growth of the 
various cultures of ringworm fungi. 

Gould and Carter studied the effect of the combination of salicylic 
acid and benzoic acid on a number of the common types of ringworm 
fungi. The technic used was similar to that of Schamberg and Kolmer. 
Their results indicated fungistatic powers for these two acids in com- 
bination, even in such dilute solutions as 1: 10,000 for salicylic acid and 
1: 5,000 for benzoic acid. 

Exposure of cultures of Trichophyton asteroides, Epidermophyton 
inguinale and Microsporon audouini for fifteen minutes to vaporized 
iodine fortified by 10 per cent benzoic acid in tale failed to cause any 
inhibition in growth, as compared with the control. The growth of the 


cultures exposed for thirty minutes also equaled that of the controls, 


while the cultures exposed for sixty minutes showed no growth. The 
use of 20 per cent benzoic acid in tubes exposed for fifteén minutes 
resulted in a growth equal to that of the control cultures, while all the 
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cultures exposed for thirty minutes showed absence of growth, except 
those of Epidermophyton inguinale, in which, however, the growth was 
quite slow, indicating some inhibition. All the cultures exposed for 
sixty minutes showed complete absence of growth. 


Boric Acid.—Boric acid has been suggested by McKee, Williams 


and others as of value in the treatment of epidermophytosis. Sharlit 
and Muskatblit, in their chemotherapeutic studies, found boric acid in 
a 1 per cent concentration in flexible collodion to possess the power of 


delaying the growth of certain common ringworm fungi. In the present 
investigation, boric acid caused a slight retardation of growth in the 
ringworm cultures used, particularly in those of Trichophyton aster- 
oides. 

Tale.—This substance was used as the carrier for the medicinal 
agents employed in this investigation. The tale-covered sacs containing 
cultures of the various ringworm fungi, after exposure to vaporized 
iodine for fifteen, thirty and sixty minutes respectively, yielded the 
following results: In the cultures of Epidermophyton inguinale and 
Microsporon audouini, the growths were comparable to those of the 
controls, indicating complete absence of any inhibition of growth. The 
culture of Trichophyton asteroides alone showed absence of growth 


after exposure for sixty minutes. 


CONCLUSIONS 

These experiments would seem to justify the following conclusions: 

1. Potassium iodide appears to possess the property of enhancing 
the fungicidal power of vaporized iodine to a considerable degree. 

2. A 3 per cent dilution of salicylic acid and a 20 per cent dilution 
of benzoic acid seem capable of increasing the fungicidal properties of 
vaporized iodine to a slight degree. 

3. Boric acid was found capable of assisting vaporized iodine very 
slightly. 

4. The control experiment with tale alone seemed to show that this 
substance does not possess any fungicidal or fungistatic properties per 
se. However, it may act as an additional barrier, and it may be prudent 
in future chemotherapeutic investigations to use this or some other 
inert powder so as to more closely simulate experimentally the non- 
penetrating mechanism of the human stratum corneum. 

5. Until a standard technic for fungicidal tests is adopted, it will 
be difficult to compare the results of various investigators. The technic 
of Sharlit and Muskatblit and that which I used closely approached the 
actual conditions encountered in medical practice, for consideration is 
given to the impenetrability of the stratum corneum. This factor is 
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important in any attempt to apply laboratory findings to clinical work 
with the hope of comparable results. 

6. The following local application for epidermophytosis is proposed, 
based on the laboratory fungicidal tests carried out under my guidance 
in the research laboratories of the Skin and Cancer Hospital of Phila- 
delphia, and used for a number of months in the dermatologic clinic 
of that institution. Up to date, few evidences of the mildest form of 
irritation have been noted. The formula is: 

lodine crystals... 
Potassium iodide.. 
Salicylic acid........ 


Boric acid 
Alcohol, 50% to make....... 


This preparation is a brown liquid, and is applied as a paint once or 
twice a day. 


Note.—Renewed interest in various volatile oils as fungicides has 
prompted me to undertake additional studies. Pine oil, suggested by 
Smyth and Smyth, is now being investigated, with the view of adding 
it to the iodine combination already described. It is proposed to inves- 
tigate other volatile oils which are capable of combination with iodine 


802-808 Pine Street. 





PRESENCE OF ARSENIC IN BISMUTH 
PREPARATIONS 


RUSSELL, M.S. 


LOS ANGELES 


Unpublished rumors that certain patients presented symptoms of 
irsenic poisoning during treatment with bismuth preparations led to the 
investigation the results of which are reported herewith. Eleven bis- 
muth preparations used for the treatment of syphilis were obtained from 


Amount of Arsenic in Preparations Tested 


Arsenic Content, 
Number Preparation ample per Cent 
l Bismuth metal (Burroughs, Wellcome and Co., Inc ‘ 0.000014 
0.000330 
0.000000 


Bismuth sodium tartrate (G. D. Searle & C 0.000108 
} 0.000370 


Thio-bismol (Parke, Davis & Co.) 0.000000 
t 0.000150 


Bismoid (colloidal bismuth metal) (Eli Lilly & Co 0.000000 
0.000820 


0.000000 


Tartro-quiniobine (Spicer & Co 0.000050 
0.000140 


Bismuth salicylate in oil (Eli Lilly & Co 0.000100 
Bismuth salicylate in oil (Parke, Davis & Co 0.000170 


Mesurol (Winthrop Chemica! Co., Ine F 0.000000 
} 0.000130 


(Spicer & C : i 0.000000 
t 0.000000 


Oleo-bi-Roche (Hoffman-La Roche, Inc 0.000000 
0.000590 


Potassium bismuth tartrate with butyn-D. R. L. (Abbott i 0.000000 
Laboratories t 0.000000 
0.000000 


0.000150 


he respective manufacturers and distributors. A number of concerns 
sent a sample of each of from two to four lots, so that in all twenty-four 
samples were tested. 

Each sample was digested with nitric acid and sulphuric acid and 
then tested by the standard Bragg-Gutzeit method for arsenic. 

It is apparent from the table that no preparation contained an 
mount of arsenic sufficient to cause symptoms. Different lots of the 


same preparation varied in their arsenic content. This is noteworthy, 


From the Department of Pharmacology, University of Southern California. 
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and suggests the importance of the manufacturer’s testing each lot of 
the drug before placing it on the market. It is conceivable that without 
such a test samples may be dispensed which contain significant quantities 
of arsenic. 
After this work was completed, a note by Lowenburg and Naide? 
appeared, reporting the absence of arsenic from a sample of thiobismol. 
1. Lowenburg, H., and Naide, M.: Arsenic Poisoning Caused by a Mouth- 


wash Containing Solution of Potassium Arsenite, J. A. M. A. 100:737 (March 
11) 1933. 





ATTEMPTED IMMUNIZATION OF RABBITS AGAINST 
EXPERIMENTAL SYPHILIS 


G. E. WAKERLIN, Pu.D., M.D. 


LOUISVILLE, KY. 


In his excellent monograph on immunity in syphilis, Chesney’ 
cited the more important attempts made prior to 1927 to produce an 
artificial active immunity against experimental syphilis in rabbits. In 
general, the procedures employed proved to be unsuccessful in creating 
even a partial immunity to subsequent inoculation with virulent Spiro- 
chaetae pallidae. Since 1927 further efforts to immunize rabbits against 
experimental syphilis have been reported. Thus Honda* obtained no 
evidence of immunity in rabbits as the result of repeated injections of a 
phenolized virus emulsion prepared from syphilitic testes. Pearce * found 
that experimental syphilis was less severe in rabbits rendered immune 
to the virus of vaccinia. Kolmer * obtained entirely negative results with 
phenolized and formaldehydized vaccines prepared from the syphilitic 
testes of rabbits. Schobl, Tanabe and Miyao® reported that in rabbits 


treated with yaws vaccine local lesions failed to develop at the site of 


subsequent inoculation with Spirochaeta pallida, but the animals did 
become infected, as shown by the presence of Spirochaeta pallida in the 
regional lymph nodes. Klauder* found no immunity to experimental 
syphilis in rabbits as a result of injections of an alcoholic extract of 
syphilitic testes suspended in diluted hog serum or of injections of cho- 
lesterolized, diluted hog serum. Tatsumi‘ reported that the intratesticu- 
lar injection of an extract of syphilitic testes produced a local immunity 
against the development of orchitis subsequent to the inoculation of 
virulent Spirochaetae pallidae. Vaisman and Hornus,* however, repeated 
his work but were unable to corroborate his findings. 


From the Department of Physiology and Pharmacology, University of Louis- 
ville School of Medicine. 

1. Chesney, A. M.: ity in Syphilis, Baltimore, Williams & Wilkins 
Company, 1927, p. 42. 

. Honda, M.: Acta dermat. 12:179, 1928. 

Pearce, L.: J. Exper. Med. 48:125, 1928. 

. Kolmer, J. A.: Am. J. Syph. 14:236, 1930. 

. Schobl, O.; Tanabe, B., and Miyao, I.: Philippine J. Sc. 42:219, 1930. 

» Klauder, J. V.: The Humoral Aspects of Immunity to Syphilis, Arch. 
Dermat. & Syph. 23:884 (May) 1931. 

7. Tatsumi, K.: Lues, Bull. Soc. japon. de syph. 8:1, 1932. 

8. Vaisman, A., and Hornus, G.: Compt. rend. Soc. de biol. 113:63, 19353. 
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In the various attempts to produce an artificial active immunity 


against experimental syphilis in rabbits by means of extracts prepared 
from syphilitic rabbit testes, the maximum immunizing period has been 
one hundred and twenty-eight days, and the maximum number of injec- 
tions of killed virus emulsion has been twenty.? In the actively infected 
rabbit, however, an interval of ninety days is necessary for the devel- 
opment of a practically complete immunity to an_ intratesticular 
reinfection with the homologous strain of Spirochaeta pallida subsequent 
to curative doses of one of the arsphenamines.? The previous failures 
to produce evidence of active immunity by the injection of killed virus 
emulsions prepared from syphilitic testes might conceivably in part, at 
least, have been due to the comparative brevity of the periods of 
attempted immunization. The present study was therefore undertaken 
with the object of eliminating more definitely the shortness of the 
immunizing period as a factor responsible for the essentially negative 
results thus far reported. 
METHOD 


An extract of rabbit testes infected with the Nichols strain of Spirochaeta 
pallida was employed in the attempted immunization. The extract, which will 
hereafter be referred to as organic luetin, was prepared according to the method 
described by Kolmer and Tuft.1° Organic luetin is essentially a phenolized 
(0.5 per cent) suspension of testicular tissue and dead spirochetes in a physiologic 
solution of sodium chloride. It is heated at 60 C. for one hour, incubated at 
37 C. for twenty-four hours, cultured for contaminating organisms and subse- 
quently kept at icebox temperature. The organic luetin used in this study con- 
tained from 5 to 6 dead Spirochaetae pallidae per dark field. A luetin control 
extract was prepared in the same manner from normal rabbit testes. 

Each of fourteen male rabbits was given a total of sixty-five injections of 
1 cc. of organic luetin at four day intervals, and a control group of eight animals 
received similar treatment with the luetin control extract. In one half of the 
rabbits in each group the injections were made into the right testis, and in the 
others, subcutaneously into the dorsolumbar region. The period of attempted 
immunization was, therefore, two hundred and sixty days. During this interval 
the animals were examined clinically at the time of each injection and serologically 
by means of the Wassermann test 11 once a month. Four days after the last injec- 
tion, all of the rabbits, together with four untreated controls, were inoculated in 
the right testis with a suspension of living Spirochaetae pallidae (Nichols strain). 
In the light of our present knowledge, the experimental conditions were optimum 
for the demonstration of any possible local or general immunity which may have 
been produced by the immunizing process. Thus, the immunizing period was long, 
the same strain of organism was used for both immunizing and infecting purposes, 
and the inoculation of the virulent spirochetes was made intratesticularly.? Subse- 

9. Chesney, A. M.: Am. J. Syph. 14:289, 1930. 

10. Kolmer, J. A., and Tuft, L.: Am. J. Syph. 14:241, 1930. 

11. The Wassermann tests were made by the Serological Laboratory of the 
Wisconsin Psychiatric Institute, Madison, Wis., through the courtesy of Dr. W. F 
Lorenz, Director. 





WAKERLIN—EXPERIMENTAL SYPHILIS IN RABBITS 845 


uent to the inoculation, all of the rabbits were observed clinically at weekly 
ntervals and serologically at biweekly intervals for a period of eight months. 


RESULTS 

The rabbits showed no manifest local or generak reaction to the 
repeated injections of organic luetin or of luetin control extract. The 
Wassermann reactions of the entire group of twenty-two rabbits 
remained consistently negative during the period of attempted immuni- 
ation. Subsequent to the inoculation of the living organisms, the clinical 
ind serologic course of the disease in the three groups—the animals 
treated with luetin, those treated with the luetin control extract and 
the untreated animals—was so definitely similar that there is no need 
for describing the findings in detail. Suffice it to say that within the 
limits of individual variation, the incubation period of the active infec- 
tion, the severity and duration of the local lesions (orchitis and 
chancre), the incidence of metastases to the opposing testis, the fre- 
juency and severity of the generalized lesions and the duration of the 
positive Wassermann reaction were the same for each of the three 
groups of rabbits. 

COMMENT 

The failure of the injections of organic luetin to alter the negative- 
ness of the Wassermann reactions of the rabbits confirms the results of 
Prusener,'* who found only complement-fixing bodies for pallida anti- 
gen and not for the ordinary Wassermann antigen in the serums of 
rabbits treated with aqueous extracts of testicular syphilomas. The 
practically identical clinical and serologic course of the experimental 
syphilitic infection in the rabbits treated with luetin, in those treated 
with the luetin control extract and in the untreated rabbits attests the 
complete failure of the attemped immunization to produce either local 
testicular or generalized immunity to the disease. The likelihood that a 
iger period of immunization would have been effective is practically 


iS 


T 
onal _ : | 7 7 a e - 7 
l, as the results reported here showed no evidence of even a partial 


mmunity. At the present time, therefore, the possibility of producing 
an artificial active immunity to experimental syphilis in rabbits by the 


SUMMARY 

1. In an attempt to produce artificial active immunity against experi- 
ental syphilis in rabbits, each of fourteen animals was given, at four 
y intervals, a total of sixty-five injections of 1 cc. of a physiologic 
lution of sodium chloride extract of syphilitic rabbit testes, com ing 

> or 6 dead Spirochaetae pallidae (Nichols strain) per dark fiela. In 


Priisener, L.: Ztschr. f. Immunitatsforsch. u. exper. Therap. 72:515, 1931. 
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one half of the animals the injections were made into the right testes 
and in the other half subcutaneously. Another group of eight rabbits 
was similarly treated with a control extract prepared from normal rabbit 
testes, one half of the animals of this group receiving injections intra- 
testicularly and the other half subcutaneously. 

2. The Wassermann reaction of all of the rabbits remained consis- 
tently negative during the two hundred and sixty day period of 
attempted immunization. 

3. Subsequent to the completion of the attempted immunization, both 
groups of rabbits, together with a second control group of four 
untreated rabbits, were inoculated into the right testes with the homolo- 
gous strain of living Spirochaeta pallida. Within the limits of individual 
variation, the incubation period of the active syphilitic infection, the 
severity and duration of the local lesions, the incidence and severity of 
metastatic lesions and the duration of the positive Wassermann reaction 
were identical for each of the three groups. 

4. The method of attempted immunizatien employed, therefore, was 
entirely unsuccessful in the production of any local testicular or 


generalized active immunity to experimental syphilis in the rabbit. 


Mr. J. L. Goldstein, research assistant in the Department of Physiology and 
Pharmacology, gave technical assistance during the progress of this research. 





QUANTITATIVE ESTIMATES OF HYDROGEN 
SULPHIDE IN LOTIONS USED IN 
TREATMENT OF ACNE 


HERMAN GOODMAN, M.D. 


NEW YORK 


After many months of qualitative tests for hydrogen sulphide in 
lotio sulphurata * and other medicaments used in the treatment of acne 
vulgaris, it was deemed advisable to proceed with a quantitative study. 
Considerable difficulty was experienced in determining the hydrogen 
sulphide content of the various lotions by means of the methods hereto- 
fore reported. However, from the basic principles of these methods, 
a procedure for the research was finally evolved. The results of the 


experiments, the qualitative studies previously made and the clinical 


results obtained were so in agreement that it is felt that a preliminary 
statement of the findings is warranted. 

The theoretical considerations as to the usefulness of hydrogen 
sulphide in the pharmaceutic therapy of acne vulgaris, as well as the 
historical investigation, will not be discussed in this report. 

A description of the methods used in the chemical studies will be 
reserved for a later paper. The figures given here should be considered 
as relative, and not as absolute, values. From the tables presented in 
the following pages it is hoped that the clinician will have a better 
understanding of the workings of lotio sulphurata and its substitutes. 
He may also come to understand the failure of some of the favorite 
prescribed remedies. 

LOTIO SULPHURATA 

The lotio sulphurata was prepared according to the formulary used 
by the hospital for many years. The terms “two-ply,” “four-ply” and 
“six-ply” mean that 2, 4 and 6 drachms (7.8, 15.5 and 23.3 Gm., respec- 
tively) of zinc sulphate and 2, 4 and 6 drachms of potassa sulphurata 
were used to every 4 ounces (120 cc.) of water. In November, samples 
of freshly prepared lotio sulphurata were analyzed. The relative 
amount of hydrogen sulphide in 5 cc. of a solution of two-ply lotio 

From the Stuyvesant Square Hospital, formerly the New York Skin and 

ancer Hospital 

Read before the New York County Pharmaceutical Association, Feb. 16, 1933. 
ind before the Clinical Society of the Stuyvesant Square Hospital (stated meeting 

Feb. 24, 1933). 

1. Goodman, Herman: Rational Pharmaceutical Treatment of Common Skin 
Diseases, New York, Medical Lay Press, 1932, p. 191. 
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sulphurata was 13.3 mg.; of four-ply lotio sulphurata, 26 mg., and of 
six-ply lotio sulphurata, 60.4 mg. 

A month later, the hydrogen sulphide was determined for freshl) 
prepared six-ply lotio sulphurata secured by prescription from three 
different pharmacies. As shown by the figures in table 1, the number 
of milligrams of the active ingredient varies, although the lotions were 
made up from the same prescription. 

The varying hydrogen sulphide content of lotio sulphurata prepared 
by different pharmacies raised the question whether the six-ply lotio 
sulphurata prepared by the same pharmacy at different intervals would 
be fairly constant. The answer is given in table 2. 


Tas_e 1.—Variation in Hydrogen Sulphide Content of Six-Ply Lotio Sulphurata 
from Different Pharmacies 


Hydrogen Sulphide, 
Mg. per 5 Ce. 
Lotio Sulphurata 
cc he ) ‘ ara 50.2 
Long Island City, \. Y. ee ; : 62.9 
Staten Island, N. Y. ..... Penawancw bie ebs 52.5 


TasLe 2.—Variation in Hydrogen Sulphide Content of Six-Ply Lotio Sulphurata 
Made by the Same Pharmacy on Different Occasions 





Hydrogen Sulphide, 
Mg. per 5 Ce. 
Date Lotio Sulphurata 
11/ 8/32... 
12/12/32... 
1/19/33. 


POTASSA SULPHURATA 

These results brought to mind the suggestion offered by Rauben- 
heimer that the solid potassa sulphurata was unstable as compared 
with the solution made from the solid substance. The figures in table 3 
show that the larger pieces of solid potassa sulphurata had a higher 
hydrogen sulphide content than the smaller pieces. 

Raubenheimer’s suggestion that a solution of potassa sulphurata is 
more stable was then considered. A 6 per cent solution of potassa 
sulphurata was made up and tested; 5 cc. of the solution was found 
to contain 29.4 mg. of the active ingredient. This solution was placed 
in a glass container with a ground glass stopper and allowed to stand 
for two months, at which time it was examined and found to contain 
29.2 mg. for each 5 cc. of solution. 

In the meantime, the question whether or not potassa sulphurata 
was the chief source of the active ingredient of lotio sulphurata arose. 
Varying percentages of solution of potassa sulphurata were made up: 
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the results of the experiment are given in table 4. The other ingredient, 
zinc sulphate, was studied, and no hydrogen sulphide was found. 
Since the potassa sulphurata is shown to be the source of the hydro- 
gen sulphide content, a study was made of the solutions of potassa 
sulphurata used by different pharmacies in the preparation of lotio sul- 
phurata. The active ingredient was determined also for solutions made 


TaB_e 3.—Hydrogen Sulphide Content in Direct Proportion to Size of Pieces of 
Potassa Sulphurata in Solution 





Hydrogen Sulphide, 
Mg. per 5 Ce. Potassa 
Sulphurata Solution* 


19.95 
14.92 (broken pieces) 
20.7 


8 


* The solution contained 215 mg. of solid potassa sulphurata. 


TABLE 4.—Hydrogen Sulphide in Solutions of Potassa Sulphurata of Varying 
Percentages 





Hydrogen Sulphide, 
Potassa Sulphurata, Mg. per 5 Ce. 
per Cent Potassa Sulphurata 
29.4 
53.6 
109.4 


255.5 


Amounts of Hydrogen Sulphide in Different Solutions of 
Potassa Sulphurata 








Hydrogen Suiphide, 
. g. per 5 Ce. 
Made at Different Pharmacies Potassa Sulphurata 


AE okie Riiey those sxesekerkhikaberinx >on daaes pane 52.7 
Long Island City, N. Y. ; 70.7 
New York City . 53.6 


Date 


by the same pharmacy at different intervals, with the results shown in 
table 5. 

The next phase to be considered was the hydrogen sulphide in the 
various solutions of potassa sulphurata from which the lotions were 
made. These lotions were made by the same pharmacist (table 6). 

The storing qualities, simulating the clinical value, of lotio sulphurata 
so far as its content of hydrogen sulphide is concerned were next 
studied. A patient, for example, uses part of a bottle of freshly pre- 
pared lotio sulphurata day by day. What is the content of hydrogen 
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sulphide for the period over which a prescription usually lasts? How 
active is it several months later? These storing qualities are indicated 
in table 7. 


Tas_e 6.—Content of Hydrogen Sulphide in Solutions of Potassa Sulphurata 
and in Lotio Sulphurata 


Hydrogen Sulphide, Mg. per 5 Ce. 
eu 





an 
Potassa Sulphurata Lotio Alba 
29.4 13.9 (2-ply) 

53.6 26.2 (4-ply) 

109.4 61.5 (6-ply) 





TABLE 7.—Storing Qualities of Lotio Sulphurata 





Hydrogen Sulphide, Mg. per 5 Ce. 
Lotio Sulphurata 
<.. 





— 
Date 2-Ply 6-Ply 
7/s 15.8 7.7 

16.0 57.4 
16.1 58.3 

16.4 57. 
16.1 56 
16.0 

16.2 

16.2 

16.1 

14.9 
0.25 





TABLE 8.—Storing Qualities of Potassa Sulphurata Solutions of Varying 
Percentages 


J 
Hydrogen Sulphide, Mg. per 5 Ce. Potassa Sulphurata Solution 


6% 12% 3 509 § 50% 


53.6 
56.0 
54.9 
53.9 
53.9 
52.8 
52.4 
51.1 
sess 239.5 
244.2 
246.6 
239.5 
230.4 
227.2 
224.8 
239.6 
210.0 


227.2 


bon pnor:. - 
Moma: : 


t 
AAAHS: 


243.5 


127.5 “449 





The storing qualities of solutions of potassa sulphurata so far as 
hydrogen sulphide content is concerned, as determined for concentra- 
tions of various percentages and for more than one sample, are shown 
in table 8. 
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SOLID LOTIO SULPHURATA 


For several years, a variant of lotio sulphurata under the name 
“solid lotio sulphurata’”’ has been prescribed for patients with acne. It 
is prepared by mixing concentrated aqueous solutions of potassa sul- 
phurata and zinc sulphate. The method used for its preparation is as 
follows: One hundred parts of potassa sulphurata are dissolved in one 
hundred parts of water and filtered. One hundred parts of zinc sul- 


TABLE 9.—Storing Qualities of Solid Lotio Sulphurata in Wooden Containers 





Hydrogen Sulphide, Mg. per Gm. Substance 
tee hetiie stl 


Paste Madet 
52.7 0.0 27.9 
3 see 21.5 


= BUR a sire inte = 
Potassa Sulphurata* Zinc Sulphate* 


4 See 19.2 
} 9/98... 51.9 ze 15.9 
I Sis ik ae scr Gawsc 46.1 a 11.8 
1/10/33... 51.5 sa 16.1 
Vo ee 51.0 oe 11.6 
1718/88......... 51.6 ie 12.0 
1/16/33..... ee Se 50.0 Ae 13.8 


51 
53 
51 


* One gram of solid substance to 1 cc. of water. 
t One cubic centimeter of zine sulphate to 1 ce. of potassa sulphurata. 


TaB_e 10.—Storing Qualities of Solid Lotio Sulphurata in Glass Containers 








Hydrogen Sulphide, Mg. per Gm. Substance 
ooo. 8 Oe __em 
Potassa Zine Paste Made (1: 1) 
Sulphurata Sulphate — ——--~—*+——_ 
ck $3) (2 3a) Glass Jar Wooden Box 
55.1 0.0 
54.8 cae 
56.4 
54.9 
55.5 
55.6 


54.0 


bo bo bp bo bo bo 


bo bo 
SD SD SrtsS 1 68 Or 
toto sre 


50.0 
52.5 


21.6 


i] 
20 
Ko) 


* The wooden box split, releasing the contents. 


phate are dissolved in one hundred parts of water and filtered. The 
two solutions are mixed. The hydrogen sulphide was determined for 
1 Gm. of the solid potassa sulphurata by dissolving the potassa sul- 
phurata in 1 cc. of water; it was found to contain 52.7 mg. of the active 
ingredient. At the same time, 1 Gm. of zinc sulphate was dissolved in 
1 cc. of water, and no hydrogen sulphide was found. On the same day, 
these two solutions were mixed, and a paste was formed. One gram 
of the resulting mixture gave 27.9 mg. of hydrogen sulphide. 

Table 9 shows the storing qualities of solid lotio sulphurata in a 
wooden container. 
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After twelve days, the paste stored in the wooden containers became 
too dry and hard to be used by the patient, so the hydrogen sulphide 
content was not determined. New preparations of solid lotio sulphurata 
were made and stored in glass jars. The result compiled in table 10 
show the storing qualities of the paste in a glass jar as compared wit! 
those of the paste in the wooden container. 


LOTIO SULPHURATA COMPOUND 


Another popular prescription has long been known and used under 
the name of “lotio sulphurata compound” or “fortified lotio sulphurata.” 
The formula consists of lotio sulphurata, as ordinarily prescribed, with 
the addition of three parts of precipitated sulphur. In clinical work 
this combination was thought to be less efficacious than the lotio sul- 
phurata alone. Treatment with the compound was thought to be irra- 


TABLE 11.—Comparison of Content of Hydrogen Sulphide in Lotio Sulphurata 
and in Lotio Sulphurata Compound 


Hydrogen Sulphide, Mg. per 5 Ce. 
_ —EE — 


6-Ply Plus 3 per Cent 
Date 6-Ply Precipitated Sulphur 


pT, . eee eos 46.4 39.2 
eee 7.2 39.1 


46.9 40.5 
46.0 40.0 
45.9 40.2 
45.2 39.7 
43.3 39.9 
dried dried 


tional therapeutics on the basis of theoretical considerations as to the 
actions of lotio sulphurata and of precipitated sulphur. 

Two samples of six-ply lotio sulphurata were taken; to one, 3 per 
cent precipitated sulphur was added to make the lotio sulphurata com- 
pound. The two samples were studied together; the results are given 
in table 11. 

The hydrogen sulphide content of precipitated sulphur and sublimed 
sulphur was next studied, and it was found that the active ingredient 
was not present. 

In the therapy of acne vulgaris it appeared that the activity of lotio 
sulphurata and of the solution of potassa sulphurata depended on the 
content of hydrogen sulphide. It occurred to me that an aqueous 
solution of hydrogen sulphide gas from the containers commercially 
available might be utilized. Under proper precautions, the gas from 
a small tank of laboratory type was allowed to escape into a flask of 
water. Periodic determinations were made for the quantity of hydrogen 
sulphide in the water just as they were made for the lotio sulphurata 
and the potassa sulphurata. The results are given in table 12. 
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Following the study of lotio sulphurata of varying strengths and of 
lotio sulphurata compounds, other acne lotions were examined as to 
content of hydrogen sulphide. A lotion known as Vleminckx’s solution 


TABLE 12.—Aqueous Solution of Gaseous Hydrogen Sulphide 


Hydrogen Sulphide, 
Date Mg. per 5 Ce. Solution 


11/ 8/32.... ee “© ; f lpaca eine , , 4.88 
11/ 9/88...... , ; ; , , ‘ 3.61 
11/10/32... ; i : ; vie ; F af 3.36 
11/11/82.... " ; 3.36 
11/14/32.... ve , 3.62 
11/17/82... , ad ; : ; 2.06 
11/21/32.... Se ; aa ; : 2.20 
11/23/32..... — 2.30 
ll ee , i ‘ 1.86 
11/28/32... ; . ‘ , : 1.86 
 » er ; Pin , Maks oie 1.45 
12/ 6/32... ed ; _ ; ; at ee 1.28 
2/18/88...... a ‘ i : 0.85 
8/ 2/33... ; pita cai ; ; none 


TABLE 13.—Content of Hydrogen Sulphide in Vleminckx’s Solution Made a Year 
Previous to the Test 


Hydrogen Sulphide, 
Date Mg. per 5 Cc. Solution 


ii, er a Ste ad eee i ; 50.9 
11/ 9/32... ; 50.9 
11/10/32... — . ‘ ; 49.9 
11/11/32... oe a 50.5 
11/12/32..... : oe ar : 56.2 
11/14/32... ina saa ; 52.3 
11/17/82..... Sey ore ‘ 49.5 
11/21/32... , ; 51.0 
11/23/32... , ; ; 50.3 
11/28/32... ’ 50.0 
12/ 1/32... , 49.4 
12/ o 32... . . 48.5 
2/14 33°. pam 31.7 
8/ 2/33... au none 


* The solution was colorless, and there was a precipitate on the bottom of the bottle. 


TaBLeE 14.—Hydrogen Sulphide in Freshly Prepared Vleminckx’s Solution 








Hydrogen Sulphide, 
Mg. per 5 Ce. Solution 
192.3 
192.7 
191.5 
189.5 
189.8 
190. 
187.8 


14.0 


: 


fk et ed et et et 


GD PS PO PO FS FO PO PO 


is often advised in the treatment of acne vulgaris. It has been found 
to be efficacious. A sample of Vleminckx’s solution was analyzed, and 
the values given in table 13 were obtained. 

The quantity of hydrogen sulphide found in the sample of Vieminckx’s 
solution used in this test was about that found in six-ply lotio sulphurata. 
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The clinical results in acne when this formula was used were better 
than those when six-ply lotio sulphurata was used. The reason for 
the low hydrogen sulphide content was that the sample of Vleminckx’s 
solution analyzed and reported in table 13 was made over a year pre- 
viously. A freshly made sample of Vleminckx’s solution was next 
studied, and the results shown in table 14 were more in accord with 
the clinical results in acne vulgaris. 

Recent publication of a formula for a paste made with Vleminckx’s 
solution led to the study of the hydrogen sulphide content. 

The paste was made from a Vleminckx’s solution which contained 
206.9 mg. of the active ingredient per five cubic centimeters. The 
theoretical calculations show that the paste should contain 9.74 mg. of 
hydrogen sulphide per gram. The preparation was made and analyzed 
on May i3, 1933, and was found to contain 9.58 mg. of hydrogen sul- 
phide per gram of the paste. On September 12, the ointment contained 
7.4 mg. of the active ingredient per gram. 

The clinical use of Kummerfeld’s solution showed that it had no 
effect on the lesions of acne vulgaris. It is not surprising that samples 
of Kummerfeld’s solution gave no evidence of hydrogen sulphide. 

The results offered in this preliminary study suffice to indicate the 
character of the research that is being made. As previously stated, 
the figures which have been tabulated are the relative rather than the 
absolute values. 


18 East Eighty-Ninth Street. 





LXV.—PITYROSPORON OF MALASSEZ 


M. F. ENGMAN, Jr. M.D. 
AND 


O. E. HAGEBUSCH, M.D. 
ST. LOUIS 


The pityrosporon of Malassez, the flask bacillus of Unna or the 
“bottle” bacillus, is an organism the true nature and proper classification 
of which it is impossible to determine in the light of present knowledge. 
It appears in the scales of dandruff, in seborrheic dermatitis and fre- 
quently in psoriasis. It is part of the flora of comedones. Probably it 
is not a bacillus at all, but belongs to the fungi. It is usually an oval 
or roundish body with one “bud” which gives it a flasklike or gourdlike 
appearance. It is fairly regular in size (about 7 microns in length). 
No mycelian forms have been observed in scales. It is easily seen in 
scales soaked in a 20 per cent solution of potassium hydroxide or when 
stained with ordinary aniline dyes. Knowledge of the organism is prac- 
tically limited to its morphologic characteristics. Its pathogenicity has 
not been determined. 

We were urged to study the culture of the pityrosporon of Malassez 
by Dr. M. F. Engman, Sr., who has for some years held the theory 
that psoriasis and seborrheic dermatitis are both forms of pityrosporon 
infection. That is, the organism may enter the blood stream, as in other 
infections, from an initial spot (most frequently in the scalp), later 
localizing itself in eruptive areas in the skin. For this reason we 
undertook the study of the culture of this organism as the first step 
in the study of these conditions. 

The literature on the culture of the pityrosporon is meager. 
Attempts to grow this organism have been made in many laboratories 
during the past thirty years, but most of them have been unsuccessful. 
Sabouraud,' in his book on pityriasis, commented on his own unsuccess- 
ful attempts, and concluded that the organism cannot be cultured on 
any known mediums. In 1892 or 1893, Unna®* was able to obtain a 
growth on nutritent agar, which he believed to be the pityrosporon. 
He secured one subculture, but was not able to transplant successfully 
beyond that point. He turned the problem over to Engman, Sr., his 
assistant at that time. Engman, Sr.,? grew the organism a few times 


From the Research Department of the Barnard Free Skin and Cancer Hospital. 


1. Sabouraud, R.: Pityriasis et alopécies pelliculaires, Paris, Masson et Cie, 
1904. 
2. Quoted by Hodara.* 
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on nutrient agar and secured a subculture on two or three occasions, 
but he also was not able to develop growth in subsequent subcultures. 
Hodara,® who followed Engman, Sr., in Unna’s laboratory, obtained 
only two cultures and no subcultures. 

McLeod and Dowling * cultured from scales of seborrheic dermatitis 
an organism which they believed to be the pityrosporon. This organism 
grew readily on Sabouraud’s medium and on acid glycerin agar. They 
claimed that they obtained pure subcultures readily, and they studied 
the cultural characteristics of this organism. 

Acton and Panja ° also obtained from scales of seborrheic dermatitis 
cultures of an organism which they identified as the pityrosporon. 
They used Petroff’s glycerinated medium containing 0.004 per cent 
gentian violet to inhibit the staphylococcus. 

Benedek ° reviewed the literature on the pityrosporon, naming it the 
cryptococcus of Malassez, and stated that probably most of the previous 
successful cultures were not those of the cryptococcus. He claimed 
that it is not possible to obtain a culture by the mass planting of scales 
on agar. However, he was successful in growing the pityrosporon in 
a hanging drop. Subcultures succeeded, although with difficulty. 


EXPERIMENTAL DATA 


Our first objective was to devise mediums on which the pityrosporon would 
grow readily and in pure culture. Our second objective was to make numerous 
blood cultures from patients with psoriasis and seborrheic dermatitis. Since the 
early experimenters had used, with a slight degree of success, simple mediums, such 
as nutrient agar and Sabouraud’s medium, we made our first attempts with the 
same mediums. These mediums were inoculated with scales from patients with 
seborrheic dermatitis, ordinary seborrhea and psoriasis. Scales from the same 
patients were first stained or soaked in a 20 per cent solution of potassium hydrox- 
ide and were examined for the presence of the pityrosporon. No growth of any 
forms which resembled the pityrosporon, as seen in the scales, was obtained. How- 
ever, staphylococci, yeastlike organisms which were probabily Monilia, molds and 
many saprophytic bacilli grew readily. Although Sabouraud’s medium gave 
entirely negative results, it contains a high percentage of carbohydrate and is in 
general a useful medium for growing organisms of the fungus group. 

Our next step was the addition of various percentages of maltose and dextrose, 
separately and together, to nutrient agar. We also varied the hydrogen icon con- 
centration in these different mediums between fu values of from 4 to 8. We 


3. Hodara, M.: Etude sur le diagnostic bactériologique de l’acné, J. d. mal. 
cutan. et syph. 6:516, 1894. 

4. MacLeod, J. M. H., and Dowling, G. B.: An Experimental Study of the 
Pityrosporon of Malassez: Its Morphology, Cultivation and Pathogenicity, Brit. 
J. Dermat. 40:139 (April) 1928. 

5. Acton, H. W., and Panja, G.: Seborrhoeic Dermatitis or Pityriasis Cap- 
itis: A Lesion Caused by the Malassezia Ovale, Indian M. Gaz. 62:603, 1927. 

6. Benedek, T.: Cryptococcus Malassezi, Zentralbl. f. Bakt. (Abt. 1) 116: 
317, 1930. 
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obtained growth of the pityrosporon in a nutrient agar medium containing 6 per 
cent dextrose at a pu of from 7.6 to 7.8. The growth occurred only in deep stabs. 
There was no growth in mediums containing less than 4 per cent dextrose and 
below a pu of 6.8. 

The growth obtained in this manner was most unsatisfactory. It was badly 
contaminated with staphylococci, and all attempts to obtain a subculture were 
unsuccessful. However, the organism present in these cultures was morphologically 
identical with the pityrosporon as seen in the scales. The forms were of a regular 
size and were not larger than those in the scales. A few oval forms were present, 
but nearly all the organisms were of the “bottle shape.” They stained uniformly 
with ordinary aniline dyes, as does the pityrosporon in the scales. There were 
no mycelia, and no organism showed more than one “bud.” Apparently this was a 
true growth of the pityrosporca. 

As our first positive culture was in a deep stab, anaerobic methods were tried. 
Under complete anaerobic conditions no growth occurred. We afterward suc- 
ceeded in growing this organism from scales on the surface of petri dishes 
aerobically, but found that growth was improved by partial anaerobiosis. 

We next attempted to improve the mediums in order to obtain better 
growth of the pityrosporon, to succeed in obtaining subcultures and to eliminate 
the staphylococcus. Since the pityrosporon grows so readily in oily scalps, we 
tried in various ways to reproduce such conditions in our culture mediums. 
Hydrous wool fat and the alcohol-ether extractives of egg yolk and of brain 
tissue were added in varying proportions to our mediums, without success. Sebor- 
rheic scalps and oily skins were washed with alcohol and ether, and the residues 
were added to the mediums, also without success. The hair of the head of two 
patients with seborrheic dermatitis of the scalp was clipped off and boiled in tap 
water for several hours. This water was used in the making of mediums. Parings 
from the soles of calloused feet were obtained. These were extracted with alcohol 
and ether and were then dried, ground up and added to mediums. We thus pro- 
vided a keratinized soil. None of these methods was successful. Cystine (0.2 per 
cent) added to the mediums gave slightly higher percentages of positive cultures 
from the same patients than did the ordinary mediums. 

We tried several methods in an attempt to inhibit the staphylococcus. Soaking 
the scales in alcohol or in alcohol and ether resulted either in growth of only 
staphylococci and bacilli or in entirely negative cultures. Gentian violet added 
in sufficient quantities to inhibit staphylococci likewise inhibited the pityrosporon. 
Exposure of the cultures to ultraviolet light killed the staphylococci but also killed 
the pityrosporon. The biood of rabbits immunized to staphylococci was added to 
our mediums, but staphylococci were not inhibited. Thus all attempts to rid the 
culture of the contaminating staphylococci were unavailing. 

We also attempted to grow the pityrosporon in a hanging drop, according to 
the method of Benedek,® but obtained only a considerable growth of staphylococci, 
various bacilli and, on one occasion, an unidentified Monilia. 

Various other mediums were tried, such as gelatin, rancid butter agar, Kracke’s 
medium, Loeffler’s coagulated blood serum, Dorsett’s egg medium (both with and 
without gentian violet), Petroff’s medium as recommended by Acton and Panja,° 
Huntoon’s hormone agar and broth, fish, cornmeal mush and chocolate blood agar. 
None of these mediums was successful. 

Blood cultures from forty-eight patients with untreated psoriasis and from 
eighteen patients with seborrheic dermatitis were made, the dextrose agar with 


~ 


cystine, on which we had obtained some growth, being used. All these cultures 


were negative. 
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COMMENT 

We interpret this experiment as having given essentially negative 
results. We did not succeed in growing the pityrosporon in pure cul- 
ture. We have never seen the colony type of the organism, as all our 
cultures were either in deep stabs or beneath scales, where they wer 
grossly contaminated with staphylococci. We were unable to obtain 
subcultures of the pityrosporon. However, we obtained a growth in 
the mediums of a bottle-shaped organism of uniform size, which in 
every morphologic feature exactly duplicated the pityrosporon as seen 


in the scales from the same patients. This organism was very difficult to 


grow, was remarkably free from pleomorphic forms and did not show 
mycelia. In a few cases it was oval, but it was usually of a bottle- 
like form, with only a single bud, and was about half the size of the 
ordinary yeastlike organism. We consider the evidence that this organ- 
ism was in truth the pityrosporon of Malassez to be mainly presumptive. 

During the course of this experiment we encountered hundreds of 
yeastlike organisms, many of which had a bottle-like form. These were 
all large and grew readily, and most of them showed mycelia and 
pleomorphic forms. For want of a better classification we considered 
these organisms simply as Monilia. 

Our experience in attempting to grow the pityrosporon, as outlined 
in this article, leaves us in doubt as to the true nature of the organisms 
reported in the last few years as successful cultures of the pityrosporon 
of Malassez. 





Obituary 


WILLIAM R. BATHURST, M.D. 
1876-1933 


Dr. William R. Bathurst of Little Rock, Ark., died on Aug. 31, 1933, 
at the untimely age of 56. He was born in Mount Union, Pa., Nov. 13, 
1876, but after boyhood his life was spent in the South, where he becaiiic 
one of the most prominent members of the medical profession. He 
obtained his medical degree from the University of the South in 18°99, 
and was in general practice at Prescott, Ark., for six years. After 
nearly two years’ study of dermatology in London, Paris and Berlin, he 
established himself in the practice of dermatology in Little Rock in 
1906, and soon attained an outstanding position. He was appointed 
professor of dermatology in the school of medicine of the University of 
\rkansas in 1908, and continued to hold this professorship until his 
death. He was active in organizing the Section on Dermatology 
in the Southern Medical Association in 1923, and took part in all of the 
dermatologic activities in the South. 

Dr. Bathurst early became interested in general medical affairs. 
From 1912 until his death he ably edited the Journal of the Arkansas 
Wedical Society. In 1919, he was elected secretary of the society and 
had the rare distinction of being reelected without opposition each year 
until his death. In 1928, he was elected president of the Southern 
Medical Association, as a result ef his outstanding work in the affairs 
of that association. 

Dr. Bathurst is an illustration, of which there are many, of the com- 
manding position in the medical profession which may be attained by 
men specializing in dermatology, circumscribed as the specialty is sup- 
posed to be. His great influence is shown, not only by the position which 
he attained in life, but by the tributes which his death brought forth. 
The Journal of the Arkansas Medical Society of October is given over 
to memorials to him. There are recorded resolutions in his honor by 
the Arkansas Medical Society, by the medical societies of the following 
counties, Pulaski, Benton, Craighead-Poinsett, Crawford, Franklin, 
Faulkner, Greene, Garland, Hot Spring, Jefferson, Johnson, Miller, 
Mississippi, Prairie, St. Francis, Saline, Sebastian, Scott, Washington 


and Woodruff, and by the Tenth Councilor District Medical Society 


nd the Arkansas Tuberculosis Association. Other memorials to him 
ire in the form of editorials in the Arkansas Gazette and the Southern 
Vedical Journal and a tribute from the Dean of Trinity Episcopal 
Cathedral. 


Few men have such an outflow of tributes of respect an 





Abstracts from Current Literature 
Epitep By Dr. HERBERT RATTNER 


A CHEMICAL PECULIARITY OF PELLAGRA BLoop (Rapip IopIN DECOLORIZza- 
TION): PRELIMINARY ReEporT. C. H. CAMPBELL, Am. J. M. Sc. 186:266 
(Aug.) 1933. 


A new method is presented for determining the presence of pellagra, which, 
if developed, may be exceedingly valuable in early diagnosis. The reagents used 
are an alcohol and ether mixture, compound solution of iodine, U. S. P., and 
erythrocytes of normal (control) and suspected blood. 

The method of preparation and mixture of these ingredients is given in detail. 
The final reading is a determination of the degree of decolorization that has 
occurred after the test tubes have stood for twelve hours. This determination is 
made by comparing the tubes of norma! and suspected blood with a scale consisting 
of tubes of a 3 per cent solution of potassium dichromate in dilutions of from 
1:5 to 1: 240. 

Further work may prove this test to be of value in conditions of malnutrition 


and avitaminosis other than pellagra. JamrEson, Detroit 


TuBERous Scierosis. H. L. Stewart and E. L. Bauer, Arch. Path. 14:799 
(Dec.) 1932. 

Two fatal cases of tuberous sclerosis, with the results of postmortem examina- 
tion, are reported. In one patient, a Negro infant, there were associated lesions 
of adenoma sebaceum. The authors emphasize the features of lipodystrophy and 
suggest that tuberous sclerosis is a congenital disturbance in metabolism. 


DERMATITIS DuE TO NUPERCAINE. R. W. Fowrkes, J. A. M. A. 100:1171 
(April 15) 1933. 


In a man, aged 37, an acute dermatitis developed in the intergluteal fold after 
the application of a 1 per cent nupercaine ointment. Withdrawal of the ointment 
and the use of wet dressings cleared up the eruption. Contact patch tests with 
the nupercaine ointment and with a 1 per cent aqueous solution of nupercaine 
were strongly positive, while passive transfer tests were negative. 


TREATMENT OF BURNS WITH GENTIAN VIOLET. J. H. CONNELL, T. J. 
FATHERREE, C. B. KENNEDY and G. H. McSwain, J. A. M. A. 100:1219 
(April 22) 1933. 

The authors report excellent results in the treatment of burns of all three 
degrees by the application of a jelly made by adding 3 per cent of tragacanth 
to a l per cent aqueous solution of gentian violet. 


THe 1932 THALLOTOXICOSIS OUTBREAK IN CALIFORNIA. J. C. Muncn, H. M. 
GINSBURG and C. E. Nixon, J. A. M. A. 100:1315 (April 29) 1933. 


Symptoms of thallium poisoning developed in twenty of thirty-one persons who 
had consumed an unknown quantity of thallium sulphate present in grain that 
had been prepared for the extermination of rodents. These cases presented a well 
defined clinical picture of abdominal colic, nausea, vomiting and diarrhea or con- 
stipation, stomatitis, alopecia, peripheral neuritis and symptoms referable to cerebral 
involvement. Six of the patients died within sixteen days, and one about two 
months later. Postmortem examination of these seven patients showed fatty infiltra- 
tion and necrosis of the liver, diffuse nephritis, gastro-enteritis, degenerative 
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changes and hemorrhages in the medulla of the suprarenal glands, pulmonary edema 
and widespread degenerative changes in the nerve cells and axons. Thallium was 
found to be present in the kidneys, liver, lungs and spleen. 

The following treatment for thallium poisoning is recommended: (1) the admin- 
istration of emetics and cathartics if the case is seen early; (2) the fixation of 
thallium in an insoluble form by intravenous injections of sodium iodide; (3) the 
gradual elimination of thallium by intravenous injections of sodium thiosulphate, 
and (4) symptomatic treatment. 


THe Speciric Errect or “Fouapin” (FuApIN) ON GRANULOMA INGUINALE. 
T. V. Wituiamson, J. W. ANDERSON, R. KimprovuGu and A. I. Dopson, 
J. A. M. A. 100:1671 (May 27) 1933. 


This is a preliminary report on the use of fuadin (antimony-II-pyrocatechin- 
sodium disulphonate) for the treatment of granuloma inguinale. The use of the 
drug to replace antimony and potassium tartrate for the treatment of granuloma 
inguinale was suggested by its effectiveness in bilharziasis, a disease for which 
antimony and potassium tartrate had been previously used. Fuadin is injected 
intramuscularly; there is practically no local pain and no immediate general reac- 
tion, and only rarely does vomiting occur later. A cure is obtained in about two 
weeks. Detailed reports of seven cases are given, as well as the results in seven 
additional cases. In all the cases the treatment effected a cure. 


DERMATITIS PRODUCED BY CosMETICS (LA GERARDINE). L. HOLLANDER, 
J. A. M. A. 101:259 (July 22) 1933. 


The author reports three cases of dermatitis on the face and neck caused by 
the use ‘of “La Gerardine” to produce a wave in the hair. A thorough shampoo 
of the hair, a change of pillow cases and the discontinuation of the preparation 
were followed by rapid recovery in each case. 


VITAMIN D IN THE TREATMENT OF ACNE VULGARIS. A. DoxkTorsky and S. S. 
Piatt, J. A. M. A. 101:275 (July 22) 1933 


Considerable improvement was noted in thirty-seven cases of acne vulgaris 
following the ingestion of viosterol in oil 250 D, beginning with a dose of 10 
drops a day and increasing this to 20 drops daily. 


TREATMENT OF NEUROSYPHILIS WITH MALARIA. Paut A. O’LEARY and 
AsuTon L. WE su, J. A. M. A. 101:498 (Aug. 12) 1933. 


Malaria treatment was used in 984 patients with neurosyphilis. In advanced 
dementia paralytica, there was complete remission in 35 per cent of the patients 
and marked improvement was noted in 35 per cent. In early dementia paralytica 
there was great improvement in 81 per cent of the patients, while in nearly half 
of the cases of asymptomatic neurosyphilis the serologic tests of the spinal fluid 
became completely reversed to negative. Improvement was also noted in patients 
with the tabetic form of dementia paralytica and in those with tabes dorsalis. 
Results were discouraging, however, in tabetic patients who gave negative serologic 
reactions and yet had resistant complications and in patients with congenital neuro- 
syphilis. The authors urge the use of malarial treatment not only in cases of 
dementia paralytica but particularly in cases of neurosyphilis in which the patients 
do not respond favorably to other antisyphilitic treatment. 


PHENOLPHTHALEIN INTOXICATION. BEN A. NEwMan, J. A. M. A. 101:761 
(Sept. 2) 1933. 
The author reports two cases of phenolphthalein intoxication with cutaneous 


lesions, one caused by “Agarol” and the other by “Ex-Lax” tablets. In reviewing 
the literature he lists the various cutaneous manifestations and visceral involvements 











862 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 












that may be produced by phenolphthalein, and he mentions the extensive use of 
the drug in the form of cathartics, dentifrices and food coloring. 






Porson Ivy: A New Metuop or Immunization. F. Marser, J. Allergy 
4:35 (Nov.) 1932. 


A young man had had annual attacks of poison ivy dermatitis for about ten 
years in spite of repeated injections, given both therapeutically and as a preventive. 
Desensitization was attempted by daily immersion in a bath to which tincture of 
poison ivy was added in gradually increasing concentration, beginning with a 
dilution of 1 drop in 10 gallons (40 liters) of water and increasing to 30 cc. in 
4 gallons (16 liters) of water. Repeated exposure to poison ivy after this course 
of baths was followed by the development of only a small vesicular lesion on one 
ankle, and patch tests showed only a very slight reaction to tincture of poison ivy. 












EczEMATOUS DERMATITIS DUF TO EXPOSURE TO CHLORAL. E. W. ABRAMOWITZ 
and M. H. Nown, J. Allergy 4:338 (May) 1933. 


A pharmacist became sensitized to chloral hydrate by frequent contact with it. 
Specific sensitization to this drug was shown by repeated attacks of eczematous 
dermatitis following exposure, freedom from lesions when contact was avoided, 
and strongly positive patch tests to chloral hydrate and not to other irritant drugs. 








Caro, Chicago. 






THe LyMmpHaATIC PARTICIPATION IN HUMAN CUTANEOUS PHENOMENA: A 
Stupy OF THE MINUTE LyMPHATiCS OF THE LiviING SKIN. S. S. HuDACK 
and P. D. McMaster, J. Expev. ‘ied. 37:751 (May 3) 1933. 

In a series of experiments the authors demoastrated the lymphatic capillaries 
in the living skin, and by means of injected vital dyes reached some interesting 
conclusions. 

It was found that these lymphatics form an extraordinarily abundant anastomotic 
web into which the dyes are readily absorbed through the most minute abrasion 
of the cutaneous surface. In some persons fluid which is injected intradermally 
is spread through the superficial network; in others, it enters the deep lymphatics 
at once. Absorption of dyes through fine abrasions is a matter of only a few 
minutes. 

The permeability of the lymphatic wall in man is similar to that of the mouse 
and is subject to rapid changes. A slight blow will increase the permeability 
markedly; the same result follows inflammation due to heat, ultraviolet rays, 
histamine or bacterial products. A rapid outpouring of fluid from the blood vessels 
compresses the lymphatics and interferes with their use as drainage channels. 














Tue INFECTION OF PHLEBOTOMUS ARGENTIPES FROM DERMAL LEISHMANIAL 
Lestons. L. E. Napier, R. O. A. Smitu, C. R. DAs Gupta and S. MUKERJI, 
Indian J. M. Research 21:173 (July) 1933. 


It was found possible to infect sand-flies by feeding them on tissues from 
depigmented lesions of postkala-azar dermal leishmaniasis. Subsequent feeding on 
clean mice increased the percentage of infections. The possibly important signifi- 
cance of this finding is discussed, particularly in regard to regions where leish- 
maniasis may be endemic or hypo-endemic. 


















CHAULMOOGRA O1L AND Its DERIVATIVES IN THE TREATMENT OF LEPROSY. 
J. W. Tome, J. Trop. Med. 36:170 (June 15); 186 (July 1) 1933. 






This article reviews many of the drugs used in the treatment of leprosy, with 
special reference to iodine and chaulmoogra oil. 

After the administration of potassium iodide reactions of lepra occur in which 
the nodules, as well as the thickened cutaneous lesions, become swollen and inflamed, 
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while fresh crops of nodules appear. Fever accompanies this reaction. After the 
reaction subsides the nodules are smaller and the skin is thinner than before. As 
the leprotic foci are broken down the bacilli are set free and appear in the blood 
and the nasal discharges. While such reactions are not desirable, cases which 
become negative with potassium iodide therapy are less liable to relapse than those 
which become negative under treatment with chaulmoogra oil. 

The various forms of chaulmoogra oil are described, and the results obtained 
by earlier investigators are given. 

Part II deals with the ethyl esters, wiih references to the work reported by 
others, and the details of the administration of the drug are given. 


THE SYMPTOMATOLOGY OF YAws IN LiperRtA. G. W. Harcey, J. Trop. Med. 

36:217 (Aug. 1); 235 (Aug. 15) 1933. 

Following the opening of a new clinic in Liberia, nearly six thousand cases of 
spirochetal infection (presumably yaws) were collected and tabulated sympto- 
matically in the hope of aiding in the differentiation between yaws and syphilis. 
There are seven cardinal symptoms: (1) palpable epitrochlears, (2) general pains 
in the bones and joints, (3) ulcers and scars, (4) lesions of the bones, (5) planto- 
palmar dermatitis, (6) changes in the nails and (7) lesions of the joints. The 
method of statistical tabulation is given in detail in parts I and II. The conclu- 
sions in brief are as follows: 

The symptoms of the seven groups occur rarely in one person, but it is also 
comparatively unusual for only one symptom to be present. 

The general tendency is for two or more symptoms to be present, with a 
distinct tendency to pyramiding, thus showing a clinical entity. 

In advanced or active yaws two types were found, one of which was char- 
acterized by ulceration of the skin and the soft parts, the other, by involvement 
of the bone and rheumatic pains. 

Parts of the skin which were subjected to constant friction showed structural 
changes in latent advanced vaws. 

The last three types, however, overlap so thoroughly that they cannot be stated 
to represent separate entities. JamIEsON, Detroit. 


ToTaL ALOPECIA IN A PATIENT WITH NEURO-ENDOCRINE DISTURBANCES. G. 
BERTACCINI, Gior. ital. di dermat. e sif. 74:225 (April) 1933. 
The author reports in detail the case of a girl, aged 15, who had generalized 
alopecia. The patient had nervous symptoms pointing to lesions of the hypophysis 
and of the hypothalamic regi 


HypDROA VACCINIFORMI E. G. Scorarti, Gior. ital. di dermat. e sif. 74:241 
(Anrj! 1933. 


1 wo cases of hydroa vacciniforme were studied in detail. In both cases copro- 
porphyrin and uroporphyrin were found in the urine within normal limits. Likewise, 
the protoporphyrin content of the red blood cells was normal. The experi- 
mental production of lesions of hydroa in one of the patients by means of exposure 
to the sunlight and the internal administration of sulphonal was not followed by 
abnormal elimination of porphyrin. After exposure to the sun, the white blood 
cells suffered the same changes observed in normal persons under the same stimulus. 
The red cells showed a decrease when lesions of hydroa were produced by exposure 
to the sunlight, but when the experiment was unsuccessful the red cells increased, 
just as in normal perons. The blood sugar, blood nitrogen and bilirubin were also 
increased when the sunlight succeeded in causing the development of experimental 
lesions. Exposure of one of the patients to ultraviolet rays failed to produce lesions 
of hydroa, even after sensitization with acriflavine hydrochloride. Treatment with 
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Finsen light under pressure was also unsuccessful. It is interesting to note that 
while the skin of the hands and face showed little reaction to the ultraviolet rays, 
the skin of the dorsum was quite sensitive to the same light. 


EprpERMOLYsIS BuLLosaA. P. Ceruttt, Gior. ital. di dermat. e sif. 74:335 (April) 
1933. 

This article is a report of five cases of epidermolys:s bullosa, three of which 
were in brothers. In two cases hematoporphyrin was found in the urine. The 
article reviews the present clinical knowledge and the pathology ard etiology 
of the disease. 


Onycuomycosis Dur To MycetToruLta. «. Crarroccui, Gior. ital. di dermat. 

e sif. 74:415 (April) 1933. 

A servant girl, aged 23, had paronychia and onychia of eight fingers of both 
hands. The nails were yellow; their surfaces presented numerous transverse 
furrows, and the surrounding tissues were inflamed and desquamating. Cultures 
were positive forty-eight hours after planting in Sabouraud’s agar at an optimum 
temperature of from 16 to 20 C. The growth was creamy, thick, smooth and 
whitish. Radiating filaments developed after the first week, and the culture turned 
yellow as it grew older. Microscopically, these cultures showed round blastospores 
about 3 microns in diameter and a pseudomycelium with terminal chlamydospores. 
The fungus was classified as Mycetorula, a species considered nonpathogenic, and 
was individualized by the author under the name Mycetorula onychophila. The 
fungus was pathogenic for laboratory animals. 


TREATMENT OF PSORIASIS WITH INJECTIONS OF SCALES SUSPENDED IN ALCOHOL. 
A. Marcozzi, Gior. ital. di dermat. e sif. 74:441 (April) 1933. 


Ten patients with psoriasis were treated by the method recommended by 
Campbell and Frost. The author concludes that this treatment offers no advantages 


ve vell known procedures. - 
over other well known proce Parpo-CasTELLo, Havana, Cuba. 


EXPERIENCES WITH A SOLUBLE ARSPHENAMINE PREPARATION. F. Kocoy, Dermat. 

Wehnschr. 96:505 (April 15) 1933. 

A series of patients with various stages of syphilis were treated with 
3-acetylamino-4-oxybenzolarseno-4’-acetylamino-2’-pnenoxyacetate sodium. This 
substance is proviaed in a solution that is suitable for intramuscular injection. 
The results of therapy were considered satisfactory, particularly in the early cases. 
There was an unusually large percentage of exanthems, though all of them ran 
a mild course. 


CHEMOTHERAPEUTIC ACTION OF A SOLUBLE ARSPHENAMINE PREPARATION ON 
CHICKEN SPIROCHETOSIS AND ON HUMAN SyYPHILIS. RICHARD WAGNER, 
Dermat. Wchnschr. 96:577 (April 29) 1933. 


The author conducted a series of experiments on chickens affected with chicken 
spirochetosis to determine the value of 3-acetylamino-4-oxybenzolarseno-4 - 
acetylamino-2’-phenoxyacetate sodium in 10 per cent solution suitable for intra- 
muscular injection. He found that the organisms were rapidly eliminated from 
the blood stream following the administration of a dosage well within the toxic 
amount. The medicament did not, however, entirely sterilize the brain tissue, as 
was determined by the transfer of tissue to other animals. Intramuscular injec- 
tions of the arsenical preparation protected the animal against infection for two 
weeks. The therapeutic index was found to be rather close to that of neo- 
arsphenamine. 
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In human beings with syphilis the drug caused a rapid disappearance of the 
spirochetes from the primary lesions and was well borne. Further experience is 
necessary before its proper place in the treatment of human beings with syphilis 
can be determined. 


So-CALLED PARAPSORIASIS ACUTA (PITYRIASIS LICHENOIDES ET VARIOLIFORMIS 
Acuta). L. N. MASCHKILLEISSON and M. S. Posin, Dermat. Wehnschr. 
96:605 (May 6) 1933. 


The term parapsoriasis includes dermatoses of different etiology and patho- 
genesis. These are often similar in only a few morphologic details. So-called 
acute parapsoriasis differs in many respects from the other members of the group. 
In one case observed by the authors the eruption followed an attack of grip and 
ran a course of eight weeks. The tuberculin reaction was weakly positive. It 
seems likely that acute parapsoriasis is of infectious origin. 


GRANULOMA TELANGIECTATICUM IN SoutH BapEN. JuLius PETRI, Dermat. 
Wehnschr. 96:649 (May 13) 1933. 


A statistical study showed 112 cases of granuloma telangiectaticum in the 
Freiburg clinic between 1921 and 1932, during which period 25,000 patients were 
seen. This morbidity, 0.5 per cent, is rather close to that found in other German 
clinics. Of the 112 patients, 60.7 per cent were males. Of the female patients, 
14 were pregnant, indicating an increased tendency toward the development of 
these lesions. In most instances the probability was established that trauma was 
the determining factor in causing the granuloma. Histologic examination showed 
a marked decrease in elastic tissue. The author found a close histologic resem- 
blance to granuloma telangiectaticum tropicum but no resemblance to either verruca 
peruviana or Masson’s angioneuroma. 


INOCULATION WITH THE PATIENT'S Own SputuM TO IDENTIFY THE VIRUS OF 
Herpes. H. Hruszex, Dermat. Wchnschr. 96:677 (May 20) 1933. 


An attempt was made to establish the presence of the herpes virus in the 
sputum of a considerable number of patients who had either recurring herpes 
or occasional attacks. In fourteen instances the inoculation was made on the lips 
and in nineteen on the arm. No positive results were obtained. 


A Case oF NAFEVUS SYRINGOCYSTADENOMATOSUS PAPILLIFERUS (WERTHER). 
ALFRED FEssLER, Dermat. Wchnschr. 96:680 (May 20) 1933. 


The case of a 27 year old woman who had a hard nodule the size of a hazelnut 
just above the knee is reported. The nodule had been present for three or four 
vears and was increasing gradually in size. It was excised; the preoperative 
liagnosis had been fibroma. Microscopic examination showed a papillary cystic 
growth which had apparently arisen from the sweat glands. It corresponded 
losely to the description by Werther of naevus syringocystadenomatosus papilliferus. 


Trc aS A ReEsutt oF A MuscuraR Gunma. N. SzENDEROWICz, Dermat. 
Wcehnschr. 96:708 (May 27) 1933. 
A man, aged 42, with a gumma oi the forearm, was observed. There was an 
issociated tic of the head, which disappeared under antisyphilitic therapy. 


FFECT OF MALARIAL TREATMENT ON NEUROSYPHILIS (THE POSSIBILITY OF 
DEMONSTRATING THE EFFECTIVENESS OF TREATMENT BY MEANS OF THE 
EPINEPHRINE Prope Test). O. Muck, Dermat. Ztschr. 66:129 (April) 


1933. 


Twenty-five patients with neurosyphilis were submitted to the epinephrine probe 


st. All reacted with the white line, indicating a pathologic condition of the 
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sympathetic nerve supply. These patients received a course of malarial treatment, 
and the test was repeated. In 69 per cent a normal reaction occurred, and onl, 
seven showed no change. 

(The test consists of inducing ischemia of the anterior portion of the inferior 
turbinate by means of a spray of a 1:1,000 dilution of epinephrine. A line is 
then drawn over the ischemic area three or four times by a probe, with moderate 
pressure. In normal persons the entire area becomes hyperemic, but after one 
or two minutes the hyperemia is localized to the line stroked, and this line remains 
for from two to fifteen minutes. In certain pathologic conditions of the brain the 
line becomes white and remains so after the ischemia has cleared. Arnsson and 
his associates called this reaction “mucographia alba.”) 


TELANGIECTASIA HAEMORRHAGICA HEREDITARIA (OSLER). WILHELM RICHTER, 
Dermat. Ztschr. 66:137 (April) 1933. 

Typical hereditary hemorrhagic telangiectasia developed in a woman, aged 27, 
following the sudden cessation of the menses due to a severe nervous shock. During 
the course of the disease exophthalmic goiter, amyotrophic lateral sclerosis and 
a trophic ulcer of the leg developed. 


SCLEROPOIKILODERMA. PHILIPP KELLER, Dermat. Ztschr. 67:14 (July) 1933. 


The author observed a woman with progressive scleroderma associated with 
poikiloderma. The clinical picture coincided with that previously described by 


Jaffé as scleropoikiloderma. ne ae : . 
laussiGc, San Francisco. 


DraGnosis OF LATENT CONGENITAL SYPHILIS. OLGA VALENTOVA and JAN 

Osrtet, Ceska dermat. 13:221 (Dec.) 1932. 

This is a further report on the work done at the Prague Institute for the 
treatment of hereditary diseases of the blood. Two hundred and twenty-six 
children underwent a thorough physical and serologic examination with five stand- 
ard methods, of which Meinecke’s second modification proved the most dependable. 
The intradermal luetin test was applied in all cases, with the result that two 
reactions were found to be strongly positive and thirteen weakly positive in children 
who had been considered cured. Control tests made one and a half years later 
showed the effect of treatment on the reaction: It was weaker in most cases and 
stronger in two cases. Control tests made on untreated children one and a half 
years later showed that time alone may cause a change in the degree of the 


reaction. 


Various FUNCTIONS OF THE SKIN AND THEIR DistuRBANCES. F. SAMBERGER, 
Ceska dermat. 14:3 (Jan.) 1933. 

The first part of the article deals with the special physiologic functions of 
various components of the skin and shows how these functions may furnish the 
basis for pathologic changes in the skin. The second part deals with the vegetative 
physiologic function of the individual cells, which is so far little understood. The 
deviation from the normal vegetative function may lead to the formation of tumors 
and to hypertrophy, atrophy, degeneration and death of the cells. The knowledge 
of the physiology of the individual cells enables one to understand the pathogenesis 
of diseases of the skin and might furnish a basis for the classification of such 
diseases on a pathogeneticovitalistic ground. 








Society Transactions 


SAN FRANCISCO DERMATOLOGICAL ASSOCIATION 
Feb. 17, 1933 
E. K. Stratton, M.D., Chairman 


PERIADENITIS Mucosa NECROTICA RECURRENS. Presented by Dr. N. N. 

EPSTEIN. 

B. W., a white man, aged 43, entered the University of California Out-Patient 
Department on Jan. 25, 1933, complaining of ulcerations of the buccal surface of 
his mouth, tonsillar region, tongue and lower lip. Similar lesions were also present 
on the scrotum. 

The condition has been present for four years. At no period has the patient 
been entirely free during this time. 

A severe flare-up of the condition has occurred during the past two months. 
The patient states that each lesion has a definite course, undergoing spontaneous 
involution within one month. New lesions appear as others heal. The lesions 
vary from 0.5 to 1.5 cm. in diameter. They are discrete, with an intense areola 
around them, and a central necrotic ulceration. They are quite painful. There 
are many scars in the mouth and tonsillar areas, with considerable alteration of 
the normal structure. There are scars on the lower lip as well. The condition 
on the scrotum is quite similar, with active lesions and scars. The active lesions, 
however, are more superficial. 

Physical examination otherwise gave entirely negative results. The Wasser- 
mann and Kahn tests were negative. Urinalysis gave negative results. Biopsy 
on an active lesion of the tongue showed an acute inflammatory process. 


The patient is receiving a therapeutic test for syphilis without definite benefit. 


DISCUSSION 


Dr. N. N. Epstetn: This disease, described a few years ago, is apparently 
more common in the clinic. It seems to me that it will have to be divided into 
groups. There is the familial type. Recently, we have seen a number of patients 
similar to this one. The process develops in adult life rather than in childhood. 

We know nothing about the etiology of the disease, but one might think that 
it is due to some sort of vitamin deficiency. We had a severe case in a young 
woman, that cleared up when she was put to bed and given proper nourishment 
and diet. 

This patient is a morphine addict. He certainly has not had a proper diet, 
owing to his economic condition. This is the most severe case, as far as scarring 
is concerned, that I have seen. Pathologically, there is nothing specific. The 
dense infiltration consists mainly of polymorphonuclear cells. Some have broken 
up, and some necrosis has taken place. 


Dr. MERLIN MayNarRD: These ulcerations are like agranulocytic angina. I 
wonder whether a study of the white blood cells has been made. 

Dr. N. N. Epstern: In all the cases we have had there has been nothing 
to indicate a blood dyscrasia of any sort 
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A CASE FoR D1aGNosis. Presented by Dr. C. E. ScHorr. 


C. T. Y., a Chinese, aged 24, has a family history and a past history that are 
unimportant. More than one and one-half years ago cutaneous lesions developed 
over both legs, consisting of small pimples discharging “pus;” the condition was 
diagnosed as eczema. The lesions cleared up in a short time, but about a week 
later he noticed that his back was becoming stiff, causing him to bend and move 
slowly. There was no pain associated with the stiffness, only a slight, burning 
sensation on prolonged standing. This condition continued for about six months, 
and then subsided. There followed several weeks of freedom from all symptoms. 
Then his right thumb became stiff, burned intensely and swelled, turned red and 
began to discharge pus from a sinus. This has continued practically unchanged 
up to the present time. Shortly after the right thumb was involved, similar dis- 
charging sinuses developed on the neck, the ankle and the right wrist. These, 
however, have all subsided spontaneously and healed, except for the one on the 
ankle which still discharges a very small amount of pus. 


The right thumb is swollen and dusky red. There are two discharging sinuses 
over the first phalanx. Yellow pus is exuding from these sinuses. The thumb 
has a boggy feel and is not very painful. The left wrist shows a large scar on 
the anterior aspect at the site of a healed sinus. The right ankle had a similar 
scar, but there is a small crust over a smali residual sinus, from which comes a 
slight discharge. No involuntary movements, paralysis, wasting, trauma or 
pathologic reflexes are present. The physical condition otherwise is essentially 


normal. 

Roentgenograms showed a destructive process involving the upper border of the 
right sacro-iliac joint, with extensive hypertrophic changes about the lower part 
of the lumbar spine. Urinalysis showed negative results, and the blood was normal. 

The infected thumb was amputated. The tissue showed granulation, with infil- 
tration of plasma cells, lymphocytes and polymorphonuclear cells, and a few giant 
cells. No organisms were seen, and the cultures were negative. The findings are 
only suggestive of tuberculosis. 

Curettings from the sinus of the right malleolus showed the same picture. 
Inoculations into guinea-pigs were made with this material. 


DISCUSSION 


Dr. C. E. Scuorr: This case was presented because of an unsatisfactory 
effort to make a diagnosis. I think that your first impression was probably the 
same as mine: coccidioides. By going into the study of roentgen findings and 
bone pictures one might be further convinced that the condition is coccidioides 
of the bone. The history in the case, the man’s occupation, the duration and the 
character of the onset might also bear out that diagnosis. 

As the patient had been in Stanford Hospital, Dr. Alderson and Dr. Way are 
familiar with the case, and would, perhaps, open the discussion. I present the 
case undiagnosed, as we have been unable to demonstrate an organism. 

Dr. Stuart Way: Dr. Newell (roentgenologist) recently discussed this case 
with me. He reviewed the findings and is certain that it is not tuberculosis. 
Giant cells are present, but they are not the type found in tuberculosis. There 
are well circumscribed collections of lymphocytes and areas of necrosis. The 
corium is deeply involved, and I believe that the picture is not one of tuberculosis 
histologically. I should suggest the possibility of a deep mycotic infection of 
some type not as yet identified. 
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NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Louis CuHarGIn, M.D., Secretary 
Regular Meeting, March 7, 1933 
A. BENSON CANNON, M.D., Chairman 


ACANTHOSIS NIGRICANS. Presented by Dr. Max SCHEER. 


This woman, aged 30, born in Ireland, has an eruption over the axillae, the 
forearms, an operative scar and the umbilical and genital regions. There is thicken- 
ing of the skin, accompanied by verrucous, grayish-yellow to brownish-black 
excrescences in these locations. The patient was operated on for carcinoma of 
the stomach on Feb. 25, 1931. At that time there was a supraclavicular node 
the size of a walnut on the lett side. Biopsy confirmed the clinical diagnosis of 
acanthosis nigricans. 

DISCUSSION 

Dr. ApoLPH ROSTENBERG: This case presents a classic form of acanthosis 
nigricans which is so rarely seen. It has all the earmarks of the disease. The 
patient also had a carcinoma of the stomach. 


ACRODERMATITIS (7). Presented by Dr. HERMANN FEIT. 


This woman, aged 40, first noticed a bluish-red discoloration on the distal 
parts of the fingers about seven weeks ago. At the same time similar areas 
began to appear on the elbows, knees and feet. One week later the eruption had 
spread over the backs of both hands to the wrists. There is no pain or sensory 
disturbance in the affected areas, except for a slight burning sensation. On 
examination, the skin on the backs of both hands, including the wrists, showed 
yellowish-red discoloration with a brownish tinge over the joints. The skin was 
swollen, showed no elasticity and was considerably wrinkled. There seemed to be 
slight edema of the cutis. The palms and soles showed slight thickening and 
redness. The anterior halves of the feet were affected in the same way as the 
hands. The olecranons and knee caps showed circumscribed areas of thickening 
and redness about the size of a half dollar, which were surrounded by slight 
erythema. The patient says that she has taken no physics, tonics or other drugs. 
Her diet apparentiy has been well balanced. The family history is irrelevant. 
The Wassermann reaction was negative. The results of biopsy have not yet been 
reported. 

DISCUSSION 


Dr. Louris CuarGin: I should like to offer a diagnosis which, it seems to 
me, better fits the clinical aspect presented by the patient. The keratosis of the 
palms and soles, the color and the scaling suggest pityriasis rubra pilaris, perhaps 
still in the early stage. I think that the course will justify that diagnosis. 


LeuKEMIA Cutis ASSOCIATI witH LympHatic LEUKEMIA. Presented by 
Dr. CHARLES WOLF. 


This man, aged 67, was admitted to the hospital in November, 1931, with a 
history of weakness and fatigue for the past two or three years. He noticed 
enlarged inguinal nodes six months prior to admission. In the past week he had 

ticed enlarged nodes in the axillae and the inguinal and cervical regions. There 
had been diarrhea for three weeks. 


lymphadenopathy 


Physical examination showed hepatosplenomegaly, generalized 
nd poor oral hygiene. Otherwise there were no abnormalities. The blood count 
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showed 84 per cent hemoglobin, 3,700,000 red cells, 154,400 white cells, 4 per cent 
polymorphonuclears, 96 per cent lymphocytes (small) and 170,000 platelets. The 
blood pressure was 130 systolic and 60 diastolic. 

Roentgen examination of the chest on Nov. 23, 1931, showed no abnormality 
in the lungs; the bronchial lymph nodes were moderately enlarged. Roentgen 
treatment was started on December 7. In November, 1932, the blood counts 
showed from 97,000 to 172,000 white cells. The last count, taken on Feb. 27, 
1933, showed 201,000 white cells and a hemoglobin count of 75 per cent. 

In the past five months the patient has noticed an eruption on the forearms, 
the chest and the upper part of the abdomen, which is accompanied by itching. 
On examination, the lesions were pinkish yellow, firm, shiny and slightly raised, 
They varied in size from that of a pinhead to that of a split pea and were discrete. 

On Nov. 27, 1932, biopsy of tissue taken from the right outer canthus and the 
right clavicular region revealed “lymphadenosis cutis.” 

Roentgen treatment, applied to the axillae, was begun on Jan. 23, 1933. 


DISCUSSION 

Dr. CHARLES WoLF: This man has been treated for two years in the radio- 
therapy department for lymphatic leukemia. Until seven or eight months ago 
he had not manifested any cutaneous lesions. At that time the nodular infiltrations 
seen today started to develop. Roentgen therapy has been applied to the glandular 
enlargements, without any appreciable effect on the blood picture. The lesions are 
isolated, infiltrated, shiny papules which itch. They are situated on the anterior 
aspects of the forearm, with a few on the face. Two biopsy specimens were 
examined, one from the right side of the face and one from the supraclavicular 
region. A diagnosis of lymphadenosis was made. 

Dr. Howarp Fox: In my experience, cases of true leukemic infiltration in 
the skin, like the one presented, are rare. Leukemia, even without cutaneous 
manifestations, is uncommon. 

Dr. IstpoRE RosEN: I am glad that this case was presented. Patients with 
this type of disease are rarely shown at clinical sessions but are mostly seen in 
hospital wards. In my experience one seldom sees scratch marks on the skin in 
leukemia or in other forms of lymphoblastoma despite the fact that patients with 
these conditions complain of severe itching. 

Dr. Apo_pH ROsTENBERG: Dr. Wolf said that these lesions did not yield to 
roentgen therapy. I am surprised at that, because ordinarily such lesions yield 
readily to roentgen treatment. 

Dr. E. Wittiam ABRAMOwITz: I agree with the diagnosis. This is a very 
characteristic case. One sees other types of lesions, such as nodular and hemor- 
rhagic manifestations, in association with leukemia of the skin. 

Dr. WALTER J. HIGHMAN: There seems to be some confusion as to terms. 
I agree with Dr. Rosen’s remarks in connection with Dr. Fox’s impression. | 
have seen this type of case frequently. Dr. Lustgarten, who was keen at recog- 
nizing cases of this kind, would have called the condition prurigo lymphatica. 

Prurigo lymphatica is a true leukemic infiltration related to that form which 
at a distance looks like dermatitis herpetiformis. These lesions are not leukemids. 
Leukemids, as Audrey used the term, are toxic prodromal eruptions that are 
suspected retrospectively of having been related to leukemia, if the latter condition 
subsequently develops. The term “leukemia,” I believe, is redundant. 

Dr. CHARLES Wo-F: I did not have reference to the lesions themselves when 
I said that roentgen therapy produced no appreciable effect. 


PsoRIASIS IN A FuLL-BLoopED Necro. Presented by Dr. Louris CHARGIN. 


H. R., a full-blooded Negro, aged 29, says that he had gonorrhea nine years 
ago, but that he has never, to his knowledge, had a syphilitic infection. He is 
married and is the father of one child. He says that his wife has never had 


any miscarriages. 
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His present trouble appeared two years ago. The eruption was then limited 
to the hairy portion of the scalp and the adjacent area of the forehead. The 
attack lasted four or five months and then disappeared following the use of a 
“mange cure.” The present attack occurred about six months ago. The eruption 
appeared first on the scalp and almost immediately afterward on the trunk, the 
arms and the upper parts of the legs. It has progressed slightly, new lesions 
appearing here and there. 

Examination showed a more or less generalized eruption, chiefly confined to 
the scalp and the adjacent part of the forehead, the cheeks and chin in the bearded 
region, the chest, the abdomen, the back, the arms and the upper parts of the legs. 
There were scattered areas on the lower parts of the legs. The elbows, knees, 
palms and nails were not affected. The lesions were papular, varied in size up 
to that of a dime, and occurred both singly and in small and large patches. They 
were dry and scaly. The scales were characteristic of psoriasis, especially where 
they were undisturbed by treatment. The patient had been applying petrolatum 
and had taken baths frequently, and many lesions were free from an imbricated 
scale. The Wassermann and Kline tests were negative. 


DISCUSSION 

Dr. Howarp Fox: Psoriasis in Negroes is rare only in those of full blood, 
and I am inclined to doubt from this patient’s appearance that he is of full blood. 

Dr. Lours CHARGIN: I have inquired as to whether the patient is a full- 
blooded Negro; according to him, his parents and grandparents were of full blood. 
I think there can be no doubt but that he has psoriasis. 

Dr. S1GMUND POoL.itzER: I think that this man is certainly not a full- 
blooded Negro. 


LYMPHOBLASTOMA (HODGKIN’s TyPE?). Presented by Dr. Louis CHARGIN. 


This patient was presented before the section on Nov. 5, 1919, at which time 
the diagnosis was prurigo lymphatica. 

After a few fractional doses of roentgen rays had been applied to the lesions, 
the patient disappeared from observation and remained away until five weeks ago. 
In the interval he had practically no treatment of the cutaneous lesions. He 
stated that in the course of time the original eruption disappeared, and that he 
had remained fairly well until recently. Several months previously the lymph 
glands in the left axillary region became enlarged and an eruption developed on 
the trunk. When reexamined on Jan. 23, 1933, the patient showed enormous 
enlargement of the lymph glands in the left axilla and generalized but less ma-ked 
adenopathy in all other regions of the body. On the trunk there were many 
edematous, small and large infiltrations, scattered papular lesions, rather small and 
skin-colored, numerous scattered superficial scars at the sites of former eruptions 
and macular atrophic areas, evidently following in the wake of former nodular 
lesions. The patient complained of itching. General examination at that time 
showed the heart to be slightly enlarged and the spleen palpable; otherwise the 
findings were negative. 

Following the removal of glandular tissue and skin for pathologic study, the 
eruption disappeared in several days. This was very striking. It has recurred 
since, but shows a tendency to be evanescent. A section of the glandular tissue 
showed a picture that was not characteristic, but the presence of many eosinophils 
and of sporadic histiocytes with large nuclei strongly suggested Hodgkin's disease. 
A section of the skin showed marked edema throughout the cutis. In the edematous 
areas there were many swollen fibroblasts and eosinophils. Thcre were a few 
plasma cells and histiocytes. 

The blood picture was strikingly similar to that noted thirteen years ago. The 
count showed: white cells, 21,800; nonsegmented polymorphonuclears, 5 per cent; 
segmented polymorphonuclears, 46 per cent; eosinophils, 34 per cent; lymphocytes, 
13 per cent; monocytes, 2 per cent; reticulocytes, 0.5 per cent; red cells, 5,450,000; 
hemoglobin, 90 per cent, and platelets, 320,000. 
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DISCUSSION 

Dr. Louts CHARGIN: Two years prior to the first presentation of the patient, 
in 1919, an eruption developed, which consisted of skin-colored papules and nodules 
as well as infiltrations. There was an accompanying adenopathy. The patient was 
presented with the diagnosis of prurigo lymphatica, with which the discussers 
agreed. A diagnosis of leukemia or Hodgkin’s disease could not be established. 
The patient disappeared from observation until recently. He states that as time 
progressed the eruption present thirteen years ago disappeared. Recently he 
suffered a recurrence of the eruption, and there has been a marked increase in 
the adenitis. A section of a gland suggested Hodgkin’s disease very strongly. 
The blood picture is now practically identical with that observed thirteen years 
ago. In addition to infiltration, the patient now shows macular, atrophic spots, 
evidently at the sites of former lesions. 

Dr. IstporE RosEN: This patient is interesting to me because of his good 
physical condition in spite of the fact that he has not been treated and that he 
has an abnormal blood picture which has remained unchanged for twelve or 
thirteen years. Another interesting feature is the large number of atrophic areas 
at the sites of previous edematous urticaria-like lesions. 

Dr. WALTER J. HiGHMAN: I was evidently wrong thirteen years ago. I am 
just as likely to be wrong now, though I am older. The condition either is 
Hodgkin's disease or is not. If it is not Hodgkin’s disease, one may suspect what 
other disease it is. I think that the histologic picture, as described by Dr. 
Klemperer, strongly indicates that it is Hodgkin’s disease. 

Dr. Louts CHARGIN: The macular atrophic spots which the patient now 
presents are secondary, following nodules and infiltration of the skin. 


ForREIGN Bopy TuMoR (PARAFFINOMA). Presented by Dr. EUGENE TRAUB. 


This man, aged 35, an Italian, first presented himself at the clinic of the 
Stuyvesant Square Hospital on March 3, 1933, because of an ulcerating condition 
on his leg. He stated that fifteen years previously he had been shot in the leg; 
the wound was merely a flesh injury, the bone not having been damaged. In 
order to prevent being returned to the front again, he injected liquid petrolatum 
into his leg. For the past few years these masses of oil have begun to grow, 
some of them breaking down and ulcerating, as can be seen. Others have 
healed spontaneously with only treatment at home. No laboratory work has been 
done. The patient is presented for therapeutic suggestions. 


DISCUSSION 


Dr. E. Witt1AM ABRAMOwWITz: It has always been taught that these tumors 
are produced only with mineral oils. In the last few years, cases have been 
reported of tumors resulting also from the use of vegetable oils. Oily suspensions 
or solutions of drugs should be given intramuscularly rather than subcutaneously, 
as the latter are more apt to cause irritation and the formation of foreign bodies 

Dr. SIGMUND PoLLitzER: When I began to use oily suspensions of mercury 
in the nineties of the last century, it was the common practice to use liquid 
petrolatum on the theory that it was aseptic. Liquid petrolatum is a liquid paraffin 
I do not think anything can be done for this man. 


Dr. Jostan THORNLEY: I should like to supplement what Dr. Abramowitz 
has said by a personal experience. In France, during an operation, some 
camphorated oil was, I believe, injected into one of my arms. As a result I have 
a lump there today. Whether the injected substance was a vegetable oil or not 
[I do not know, but I have a paraffinoma that has existed for fifteen years. 


Dr. A. BENSON CANNON: During and immediately following the World War, 
European observers reported many cases of paraffinomas due to wax or paraffin 
in petrolatum. Because of the prevalence of these thickened warty growths or 
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ulcerated surfaces giving the appearance of tuberculosis verrucosa cutis or of 
blastomycosis, physicians in Vienna usually signify “American” liquid petrolatum 
when prescribing it. 

Dr. SiGMUND Po.iitzer: My experience is that pure olive oil is harmless. 
Olive oil frequently contains free acid and may under certain circumstances give 
rise to indurations, but I believe that they occur only when the injected suspension 
is deposited in the subcutaneous tissue. 

Dr. EUGENE TrRAuB: These patients have been treated by roentgen radiation, 
not with the idea that it has any influence in doing away with the paraffin in the 
tissue, but because it sometimes allays inflammation about the small masses of 
paraffin and in this manner reduces the size of the tumors. 


GuMMA. Presented by Dr. Max SCHEER. 


This patient was previously presented before the section in December, 1932. 


DISCUSSION 


Dr. WALTER J. HiGHmMAN: Originally Dr. Scheer made a diagnosis of 
syphilis in this case; he instituted antisyphilitic treatment, and the patient improved. 
Microscopic examination of two specimens from the lesions excluded epithelioma. 
Nevertheless, clinically, in spite of the results of all former studies, the lesion 
at present looks malignant. 

Dr. SAMUEL Peck: After examination of the first specimen that was taken, 
my associates and I made a diagnosis of syphilis (gumma). On the basis of the 
second specimen, taken from the edge, we could not make a diagnosis of carcinoma. 
There was some epithelial hyperplasia but no suggestion that the lesion was 
developing into an epithelioma. It has advanced and changed since I saw it. The 
edge now seems more definitely infiltrated. Another biopsy specimen should be 
taken. 

Dr. EuGeNe Traus: From a clinical standpoint the important thing about 
this lesion is that it involves the entire center of the tongue. A late syphilitic 
lesion, a gumma, would limit itself to one side of the median raphe and when 
increasing in size would bulge to the other side without actually involving it. 
For this reason alone I should rule out syphilis as the main etiologic factor in 
the lesion as it appears now. 

Dr. E. WittiAmM ABRAMOWITz: If this lesion is a pure gumma, it is not 
so apt to be malignant. If a syphilitic ulceration has been treated and shows 
steady and rapid improvement and then remains stationary or increases in size, 
it is probably malignant. Malignancy is suspected in this case. The biopsy 
specimen may not have been taken deep enough or in the right spot. I think 
another biopsy is in order. If malignancy is disclosed, the patient’s life may be 
saved or prolonged. If the lesion is not malignant, no harm has been done by 
this procedure. 

Dr. A. BENSON CANNON: The lesion does not look like a gumma to me. 
Gummas of the tongue usually have the characteristic appearance of a swollen, red 
and edematous !esion with central ulceration, formation of sinuses and sloughing, 
and a bright red area surrounding the ulcer. I think that the sharply demarcated, 
red, granular ulceration with the hard, raised border without any evidence of 
surrounding inflammation is more suggestive of carcinoma, or possibly of 
tuberculosis. 

Dr. CHARLES WoLF: Before treatment, there was a deep, sharply marginated 
ulcer, which was a gumma. At the present time there is complete healing, and 
a diagnosis of carcinoma cannot be made clinically or pathologically. I think 
that the man should be observed carefully and that at the first indication of 
infiltration or ulceration another biopsy should be performed. 
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ERYTHRODERMIA PSORIATICA WITH FORMATION OF FIBROMAS. Presented by 

Dr. Louts CHARGIN. } 

This woman was formerly presented by Dr. Oscar Levin with a condition 
diagnosed as nodular psoriasis. She now shows generalized erythrodermia with 
scaling. On the legs are many large nodules which are mostly cutaneous. On 
the face and shoulders as well as on the body there are a number of pea-sized 
nodules which clinically appear to be fibromas. These small nodules appear 
constantly and itch a great deal. There is a similar lesion on the mucosa of 
the left cheek. 

Examination of the urine showed occasional red blood cells and albumin. 
Arsenic was not found. The blood chemistry showed: urea, 8 mg. per hundred 
cubic centimeters of blood; sugar, 70 mg.; cholesterol, 310 mg.; cholesterol 
esters, 188 mg., and calcium, 8.8 mg. 

Several biopsy specimens from the legs and the shoulders showed typical 
psoriasis. Several of the nodules were examined; they presented the histologic 
picture of fibromas lifting up a psoriatic epidermis. 

The roentgenogram of the wrists showed slight atrophy of the bones with 
marked swelling of the soft tissues, particularly about the right wrist. There 
was atrophy of the bones of the left ankle, with irregularity of the cortex of 
the lower fibula. 

The Wassermann reaction was negative. 


ERYTHRODERMIA PSORIATICA (UNIVERSAL Psoriasis). Presented by Dr. 

SAMUEL PECK. 

This woman, aged 43, has been under observation at the Mount Sinai Hospital 
for twenty-two years because of typical psoriasis which has run an ordinary 
course with recurrences and remissions. In July, 1931, after an accident, the 
eruption became generalized. She last received arsenic twelve years ago. 

On examination, the patient presented a generalized, erythematous, scaling 
eruption. The palms and soles were free. The skin of the involved areas, includ- 
ing the scalp, showed marked redness, some infiltration and a covering of grayish- 
white scales. There was little normal skin to be seen. On the face and the 
chest the eruption resembled an ordinary desquamating erythrodermia, while on 
the legs it presented the picture of giant patches of psoriasis. The glands were 
not enlarged. 

Examination of the urine showed no arsenic. 

A specimen was removed from the skin of the leg for microscopic examination. 
It showed the typical histologic picture of psoriasis. 


DISCUSSION 


Dr. SicGMUND PoL.itzeER: On what is the diagnosis of psoriasis based in 
this case of generalized erythrodermia? Of course the erythrodermia may be 
secondary to psoriasis. I should say on casual inspection that the condition is 
erythrodermia of unknown cause, but why should one consider it psoriasis? 

Though it seems rather risqué, I cannot help entertaining the suspicion that 
this may be a case of mycosis fungoides. In the ordinary casual histologic exami- 
nation one might overlook evidences of mycosis fungoides. There is the famous 
case of the “red man” who spent several years in the Hopital Saint Louis in about 
1889-1890, who at first showed nothing but this type of red skin. After several 
years of observation, however, mycosis fungoides developed. 

Dr. Howarp Fox: One frequently sees cases of universal scaling erythro- 
dermia clinically similar to those presented. A diagnosis as to the nature of the 
disease is usually impossible. In many cases, there is general adenopathy, and 
histologic examination of excised glands shows only simple inflammatory changes. 
The blood picture is also normal as a rule. In the terminal stages, however, 
lymphatic leukemia may be shown by examination of the blood. In a similar case 





SOCIETY TRANSACTIONS 875 


under my observation at present in Bellevue Hospital, there has been only 
moderate adenopathy but recent examination of an excised gland showed the 
picture of Hodgkin’s disease. 

Dr. SAMUEL PEcK: Dr. Chargin is presenting the case as one of erythro- 
dermia psoriatica. Montgomery, in his excellent summary of the histologic 
changes in these cases, emphasized the fact that the pathologic picture is typical 
of psoriasis. I showed Dr. Pollitzer slides from Dr. Chargin’s case, and we 
agreed that a diagnosis of psoriasis could easily be made. Biopsy on the nodules 
from the legs, as well as on those from the forehead and cheeks, showed a typical 
fibroma, lifting up typical psoriatic epidermis. 

Dr. JostanH THORNLEY: It is well known that in women suffering from 
psoriasis the condition may clear up during pregnancy and then recur following 
delivery. At Gouverneur Hospital my associates and I propose to attempt the 
following method of treatment: the intramuscular injection of 10 cc. of whole 
blood obtained from a normal pregnant woman into the buttocks of a psoriatic 
patient. Before putting this plan into action I should like to ascertain whether 
this method of treatment has been tried by any one else. I have been unable to 
get any definite information. Maybe some member of the section can help me. 

Dr. WALTER J. HiGHMAN: I have seen some women with psoriasis who 
got better during pregnancy and others who became worse. I do not think there 
is anything in the idea. I know of no one who has tried the method of treat- 
ment suggested by Dr. Thornley. Leaving out of consideration primary erythro- 
dermia, and talking only of secondary erythrodermia, I think that the disease is 
conditioned by a peculiarity of the individual patient. Chronic scaling eruptions, 
such as eczema, psoriasis and parapsoriasis, irrespective of the underlying cause, 
lead to erythrodermia. Confusion exists between erythrodermia and diseases of 
the reticular lymphatic system. The eruptions preceding mycosis and Hodgkin's 
disease resemble chronic eczema, psoriasis and erythrodermia, among other infec- 
tions. It has never been decided whether these eruptions are characteristic of 


lymphatic disturbances from the start or are simply banal dermatitides ending in 
mycosis, for example. It is not clearly understood whether they end in mycosis, 
Hodgkin’s disease or a kindred disease. When such a case is presented before 
a group like this, the suspicion that the condition may be erythrodermia or early 
Pollitzer will remember the case 


mycosis is always mentioned by some one. Dr. 
reported by Dr. Flagg; for years mention of it would throw any dermatologic 
society into two camps as to whether the condition was parapsoriasis or early 
mycosis, not recognized. I am afraid it is as idle to express prophetic opinions 
on this subject now as it was twenty years ago. I think that the tendency toward 
erythrodermia is common. 

Dr. SAMUEL Peck: The skin can respond to an inflammatory process in a 
limited number of ways, even with varied etiologic agents. Various combinations 
of these inflammatory responses often give a diagnosis. While individual predis- 
positions must be considered, this fact must be borne in mind. 

Dr. Lours CHARGIN: From the clinical standpoint alone, there may be 
difficulty in diagnosing this condition, but with the aid furnished by a study of 
sections of the skin, the diagnosis becomes comparatively easy. Former and 
recent pathologic studies by Goeckerman and Levy and by Montgomery demon- 
strate a uniform picture which is characteristic. A recent study of sections of 
nodules from the patient whom I presented here demonstrated a psoriatic picture 
over a fibrous formation, in order words, a fibroma with a psoriatic cap. 


DERMATITIS VEGETANS. Presented by Dr. F. C. KEIL. 

This man, aged 58, born in Russia, a tailor, for the past six months has 
noticed a growth in the anal region, which started as a small area and gradually 
increased to its present size. There has been some pain, perhaps more from 
mechanical causes than spontaneously. Occasionally there has been slight bleed- 
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ing. There had been no previous hemorrhoids. The patient has lost several 
pounds (from 5 to 7 [2 to 3 Kg.]) in the past few months, but otherwise has 
been in fairly good health. He has never complained of weakness. For the 
past twenty-three years he has been constipated. There is a definite history of 
attacks of migraine in the patient as well as in two of his children. 

On the patient’s admission to the hospital, the lesion was the size of a dollar 
and markedly verrucous and had an indistinct border. At the upper edge, it 
gave the impression of undermining, but this was probably due to the protrusion 
of granulations. The growth extended as far as the sphincter. There were no 
subjective symptoms except those of mechanical origin. 

Biopsy on a specimen taken from the edge of the upper angle was reported 
to show “chronic and acute nonspecific inflammation.” There was no evidence 
of tuberculosis or blastomycosis. 

The Wassermann reaction was negative; the von Pirquet test was moder- 
ately negative. The urine was normal. 

The lower angle has been cauterized with silver nitrate several times with 
excellent results. The entire lesion seemed greatly improved with the institution 
of scrupulous cleanliness, special attention being given to the anal region. The 
lesion has been observed for about six weeks. 


DISCUSSION 


Dr. IstporE Rosen: I do not believe that the condition is dermatitis vege 
tans. The question of tuberculosis and the possibility of malignancy must be 
considered seriously. I suggest that the presenter make further histologic studies 
with this diagnosis in mind. 

Dr. SiGMUND Po..itzer: It is possible that this condition is beginning 
pemphigus vegetans. I have seen pemphigus vegetans begin in this. way at the 
anus. 

Dr. MARION SULZBERGER: Any lesions in intertriginous areas will be altered 
by secretion and maceration. Still, the appearance of the lesion here suggests a 
form of senile tuberculosis, the tuberoserpiginous type, described by J. Jadassohn. 

Dr. Louts Turitpan: I think that the lesion is a granuloma. The borders 
are infiltrated, extending into the anal fold. From the infiltration of the border 
and the base, with the hypertrophied granulation tissue, it would appear that it 
is an epithelioma. 


Dr. F. C. Keri: At the upper angle of the lesion, there seems to be some 
undermining, which suggests the original diagnosis of tuberculosis. On the other 
hand, the presence of a relatively firm border suggests carcinoma. There are n 
palpably abnormal inguinal glands. The patient has been constipated for twenty- 
three years, a point against intestinal tuberculosis. A biopsy specimen taken from 
the extreme edge of the upper angle, including the border, shows only acute and 
chronic nonspecific inflammation. Another biopsy will be made, however. 


Dr. E. WittrAm ABRAMOWITZ: Was rectal examination made? I have 
seen only a few cases of cancer of the perianal area, and all were associated with 
cancer of the lower bowel. 

Dr. F. C. Keri: Rectal examination was made. It showed nothing abnor- 
mal except a slightly enlarged prostate gland. 


Favus. Presented by Dr. Lewis ByrRNE Roprnson. 


This patient, a white woman, aged 19, of Dutch descent, born in the United 
States, had an eruption on the scalp at the age of 2 years. A few years later 
the scar was noticed. The patient’s mother had a similar condition during child- 
hood, which disappeared at puberty. The patient’s aunt had a severe eruption on 
the scalp. 

On examination, there was an irregular area of superficial scarring in the 
midparietal region. On the border of the scar there were some crusts whicl 
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could be easily lifted out and which left slightly depressed erosions. There were 
several small scars scattered over the scalp. Examination of the hair and crusts 
revealed fungi (typical Achorion schoenleinii). 


DISCUSSION 


Dr. MARION SULZBERGER: A patient of Dr. Wise’s and mine, the wife of 
a physician, had a patch on her scalp of many years’ duration. It was the size 
of a twenty-five cent piece and was covered with scales which were difficult to 
remove. They left little bleeding marks. The patient was born in Russia. I 
thought I detected a “mousey” odor. Many excellent dermatologists had made 
a diagnosis of psoriasis. Microscopic examination revealed fungi, and cultures 
from the hairs and from the scales showed them to be Achorion schoenleinii. In 
consideration of this case, which I observed, and what I have read in the litera- 
ture and in consideration of the fact that Achorion was grown in the case pre- 
sented, I think that the condition is probably one of those peculiar types of favus 
that remain in one area for a long time. 


IDIOPATHIC MULTIPLE HEMORRHAGIC SARCOMA (Kaposi). Presented by 
Dr. Davin BLoom. 

This man, aged 40, an American Jew, presents irregular, violaceous patches 
on the lateral aspects of both feet. On examination, there were similar pigmented 
lesions on the dorsa of the first four toes, the skin of which was somewhat 
thickened, and on the dorsa of the feet and hands, involving the fingers. The 
lesion on the right elbow was removed for microscopic examination and presented 
ill defined, violaceous papules on purplish skin. The past history is unimportant, 
and general examination gave essentially negative results. 


DISCUSSION 

Dr. S1GMUND PoL.itzER: In looking at the patient, I am struck by the 
absence of evidence of Kaposi's sarcoma. There is no infiltration. There is a 
little patch of redness on the foot, which seems insignificant, and that is all. I 
should never have thought of Kaposi’s sarcoma in connection with this case. 
The histologic picture shows fibrosis and some hemorrhages in the tissue which 
may possibly suffice for a diagnosis of Kaposi’s sarcoma. If the condition develops 
into an unmistakable hemorrhagic sarcoma, the presenter has made a shrewd 
diagnosis. 

Dr. HERMANN Feit: I think that the presenter should be congratulated on 
making this diagnosis. It is interesting to see only part of the picture of Kaposi's 
sarcoma, i. e., macular lesions. I agree with the diagnosis. It is the first case 
in which I have seen only that one type of lesion. 

Dr. Davip Broom: The patient had on the right elbow a few papular lesions, 
most of which have been removed for biopsy. On the distal part of the dorsa 
of the feet, involving the toes, one can feel slight induration of the skin, and it 
seems to me that the lesions are slightly verrucous in appearance. I have also 
been impressed with the early stage of the condition in this patient, which was 
my main reason for presenting him at this meeting. 


Mycosis Funcorpes. Presented by Dr. Jonn H. Harris. 


J. J., a woman, aged 40, says that she has had her present eruption for about 
one year. When first seen, the condition was about as it is now on the right 
side. The left side had been treated with roentgen radiation, %4 unit of unfiltered 
rays being given each week for four weeks, and the eruption had _ practically 
disappeared. No roentgen therapy has been applied to the right side. The report 
on a biopsy which was made two weeks ago has not been received, because the 
slides were misplaced. The report will be presented at the next meeting. 





878 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


DISCUSSION 

Dr. E. Witt1AM ABRAMOWITzZ: A man, presented before the section last 
year, who was originally treated for mycosis fungoides by George Henry Fox 
more than thirty-five years ago and is still alive, only in the past few months 
has shown the granulomatous lesions that signify the third and final stage of the 
disease. Any number of biopsies have been made, and each time the histologic 
report has been mycosis fungoides. He is at present in the Mount Sinai Hospital 

Dr. Howarp Fox: I should call attention to a diagnostic point that is not 
always recognized. In the stage of infiltration there is a variation in the amount 
of thickening in different patches and often in different parts of the same patch. 
That was well shown in one of these circinate plaques, one part of which was 
not raised above the skin, while another part was more distinctly infiltrated and 
raised. I agree with what Dr. Rosen says regarding the absence of objective 
signs of itching in mycosis fungoides. Scratch marks are rarely seen in such 
cases. 

Dr. SAMUEL PECK: When this patient came to the hospital, I tried to take 
as many biopsy specimens as possible to see if I could find a piece of tissue show- 
ing the typical structure of mycosis fungoides. Clinically, the lesions looked 
almost like those of the premycotic stage in some instances. The lesions always 
showed the histologic picture of mycosis fungoides. 

Dr. WaLTER J. HicHMAN: I had sometning poignantly brought to notice 
in a patient with mycosis fungoides observed for five or six years, who died a 
year ago. In the terminal phase of the condition, during the last months of life, 
the end was heralded by a curious exanthem resembling circinate toxic erythema, 
suggesting toxemia. What remained of these lesions seemed to be the starting 
point of new mycotic lesions, which ultimately became voluminous. Autopsy 
showed that the viscera too were riddled with tumors. 


DerMATITIS HERPETIFORMIS. Presented by Dr. CHARLES Wotr for Dr. I. M. 
LASHINSKY. 


W. G. M., a man, aged 20, born in Russia, came to the hospital because of 
an itching eruption on his trunk and extremities. He stated that he had had 
recurrent eruptions since the age of 5 years. He had had measles, chickenpox, 
scarlet fever, typhus and diphtheria. Tonsillectomy had been performed. 

He presented a papular eruption over the elbows and the backs of the knees 
and on the trunk, with scattered lesions on the face. When he first came to the 
clinic, the lesions were markedly pruriginous and had a tendency to grouping. 
He was given saturated solution of potassium iodide, 3 drops three times a day, 
for three days. This caused an intense flaring up of the lesions, which showed 
a more marked tendency to grouping, and the itching became more intense. How- 
ever, the application of a 33 per cent potassium iodide ointment to the skin in 
the form of a patch test produced no reaction. 

The lesions are now more vesicular and grouped than at any other time since 
the patient has been under observation. There is no pigmentation. 

The urine was normal. The blood count showed 6,900 white cells, 5,600,000 
red blood cells, 52 per cent polymorphonuclears, 41 per cent lymphocytes, 5 per 
cent eosinophils and 2 per cent mononuclears. 


DISCUSSION 
Dr. ADOLPH ROSTENBERG: I think that the diagnosis of Duhring’s disease 
fits this case well. There are manifold kinds of lesions. While there are no 
bullae or vesicles at present, they were present in previous attacks. The group- 
ing of the lesions, the itching and the long duration are also characteristic of 
this disease. 


Dr. MARION SULZBERGER: The presenter stated that the ingestion of iodine 
caused an exacerbation of the eruption and that the use of iodine in a patch test 
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did not. Where was the patch test made? One sometimes has to apply iodine 
to the healed, previously affected areas to get a positive response. 

Dr. WALTER J. HiGHMAN: I observed a boy, aged 12, who clinically had 
dermatitis herpetiformis. I used local applications of a potassium iodide cream. 
There was no reaction on the unaffected skin, but where the ointment was applied 
to lesions they disappeared. This accident started the patient on the road to 
recovery. 

Dr. MARION SULZBERGER: That is how hypersensitivity to iodine was dis- 
covered. It is well known that iodine can be of benefit, and can in some instances 
heal some or all of the lesions of dermatitis herpetiformis. It was, I believe, 
through the therapeutic use of iodine that the hypersensitivity to iodine was 
discovered. 

Dr. F. M. LAsHinsky: When potassium iodide, 5 drops three times a day, 
for three days, was given, a flare-up of the lesions occurred, whereas the local 
application of a salve containing 33 per cent of potassium iodide did not produce 
any reaction. This is the second case of suspected dermatitis herpetiformis 
observed within the last three weeks in which iodides applied locally gave no 
reaction, whereas the drug given by mouth produced a reaction. 

Another interesting observation is the action of histamine in this case; when 
0.5 mg. of histamine was injected hypodermically, the patient responded with 
severe itching for two hours. 


A CASE FOR DIAGNOSIS (ERYTHROPLASIA?). Presented by Dr. Davip BLoom. 


S. F., a man, aged 53, an American, has had a lesion on the penis for five 
months. On examination, it consisted of a fairly round, well circumscribed, 
smooth, red, velvety-looking, nickel-sized, slightly indurated and slightly raised 
patch on the posterior aspect of the inner portion of the prepuce, three-fourths 
inch (0.18 cm.) from the sulcus. The borders were slightly raised and showed 
indentations especially on the left side. The lesion has not produced any sub- 
jective symptoms. It started with a pinhead-sized spot which gradually assumed 
the present size. There is no inguinal adenopathy. The patient is married and 
has four living and healthy children. The past history is unimportant, and the 
patient says that he has never had a syphilitic infection. The Wassermann test 
and dark-field examinations gave negative results. 

Biopsy showed the histologic picture described in erythroplasia. 


DISCUSSION 


Dr. Istpore Rosen: I strongly suspect that this lesion is epitheliomatous. 
A persistent isolated lesion having the clinical features of this one, i. e., sharp 
outline, moist surface, slightly rolled edge and resistance to all forms of therapy, 
is, in my opinion, suggestive of epithelioma 


Dr. SIGMUND PoLLitzeR: The sections shown do not reveal anything char- 
acteristic of epithelioma. There is epithelial proliferation, but it is an orderly 
proliferation. The lesion may later become an epithelioma, if it is a precancerous 
lesion. 

Dr. T. J. Rrorpan: I could not make a diagnosis on the basis of histologic 
examination of the sections, but could rule out epithelioma. Three points lead 
one to think that the patient has syphilis: the increased vascular supply, the 
thickened and obliterated blood vessels and the increase of connective tissue. 
There is a necrotic area surrounded by fibroblasts and holding in its meshes 
three or four foci of infiltration consisting of closely packed lymphocytes and 
several larger cells which I cannot identify. 

Dr. MARION SULZBERGER: I think that Dr. Rosen’s idea warrants further 
consideration. In my opinion, this is a condition which was first described by 
Darier and Fournier under the name of “épithéliome papillaire nu.” Several 


years later, Queyrat described the same disease under the name of “érythroplasie.” 
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Darier accepted that name. The localization on the penis is typical of this dis- 
ease. There is one thing which is atypical, namely, that the lesion is not on the 
glans. In the majority of the cases it has been on the glans itself. The histo- 
logic appearance is almost characteristic. In a case which I presented before the 
section several months ago, in which I did not at first diagnose the condition 
correctly, but called it precancerosis until Dr. Goldenberg called my attention to 
the correct name, the histologic picture was practically identical with that in 
this case, though there was perhaps a slightly less marked change in the cutis. 
I showed the section to three European dermatologists, and all three made a 
diagnosis of erythroplasia. Some of these cases have been reported to metas- 
tasize even before the original lesion has taken on infiltrative growth. The histo- 
logic change, which is characteristic of erythroplasia, is somewhat different from 
that which one usually meets in other forms of precancerosis. All of Queyrat’s 
original cases were associated with syphilis. Originally it was thought that 
syphilis was the etiologic factor. Darier says that syphilis does not occur regu- 
larly in these cases. In the case which I previously presented before this section 
there was no evidence of syphilis. 

Dr. Davip Broom: When my associates and I first saw the patient we 
thought of epithelioma and erythroplasia. As the biopsy specimen did not show 
any epitheliomatous changes, we were inclined to believe that the condition was 
erythroplasia. 

In regard to Dr. Sulzberger’s statements, I wish to state that Darier says 
that there are cases presenting dyskeratotic changes, such as those in Bowen’s 
precancerous dermatosis. As to the location, there are mentioned, besides the 
glans penis, the prepuce, the buccal mucosa, the tongue, the lips and the cheeks. 


ROENTGEN DERMATITIS TREATED WITH A SALT-FREE DIET AND A VITAMIN A- 
Rich REGIMEN. Presented by Dr. HERMANN FEIT. 


This woman, aged 45, born in the United States, was treated for eczema 
fifteen years ago by means of roentgen therapy. When I first saw her there 
were areas on both palms which were extremely dry and presented telangiec- 
tasias and several keratoses. Before treatment was begun the hands were very 
stiff and hard to open or close. Two weeks after the beginning of a regimen of 
haliver oil and mild ultraviolet treatment, the texture of the hands improved 
75 per cent. One keratosis was removed by electrodesiccation. 


MoniLia INFECTION OF THE MoutH. Presented by Dr. EuGene F. Travus. 


R. K. B., a boy, aged 11 years, born in the United States, has been suffering 
from an infection of the mouth for eight years. He was first seen in the Stuyve- 
sant Square Dispensary on March 3, 1933. At that time he presented lesions in 
both commissures of the mouth, on the lateral sides of the tongue, on the mid- 
dorsum of the tongue, on the roof of the mouth and on the lateral buccal mucosa 
along the central margin. The Wassermann reaction was negative. Cultures 
taken from the angles of the mouth, the tongue, the roof of the mouth and the 
buccal mucosa showed Monilia albicans. 


Noputt CutTaner. Presented by Dr. HENRY SILVER. 


E. M, a woman, aged 48, has seven healthy children. Eight years ago she 
had pneumonia and was operated on for empyema. About a year ago she began 
to complain of weakness in the legs. This was found to be due to a varicose 
complex, for which she was treated with injections. About three years ago she 
noticed on her chest and legs small reddish “lumps.” She does not know whether 
these have ever disappeared spontaneously, but lately she discovered new lesions 
on the legs. 

When first seen she presented two types of lesions: (1) lesions on the left 
breast with a reddish border and a white, depressed, atrophic center; (2) isolated, 
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reddish to skin-colored, raised lesions, varying from the size of a pea to that of 
a bean, dispersed over the upper and lower extremities. These lesions were firm 
and were numerous on the inner aspects of the thighs. Because of the clinical 
resemblance to sarcoids, two lesions were removed for histologic examination. 

The lesion from the breast showed scar tissue. The one from the thigh 
revealed a slight amount of hyperkeratosis. The center of the section showed 
acanthosis with prolongation and branching of epidermal processes. The cutis 
showed marked inflammatory changes consisting of round cell infiltration. The 
vessels and lymph spaces were dilated. The walls of some of the vessels showed 
swelling. 


LICHEN PLANUS, SHOWING XANTHOMA-LIKE COLORATION (DIABETES MEL- 
LITuS). Presented by Dr. I. M. LASHINSkKy. 


R. S., a white woman, aged 50, born in Russia, was referred to me from the 
Medical Clinic of the Mount Sinai Hospital on Feb. 28, 1933, because of an 
eruption on the body. She stated that for the last eight months she had had 
cutaneous lesions on the thighs and on the lower part of the back, in the axillae 
and under the breasts. These lesions were pruriginous, especially at night. 

The present attack, according to the patient, is the third. She had a similar 
attack about eleven years ago, and it took ten months for the lesions to undergo 
involution. About seven years ago a similar eruption appeared in the same 
location, which lasted for about eight months. 

The patient has been known to have diabetes for the last eighteen years, and 
of late she has been suffering from hypertension. 

When the present eruption began the lesions appeared first on the bend of 
the right elbow, then under the breasts, in the axillae and on the medial sides 
of the thighs, and finally in the midlumbosacral region. 

On Feb. 28, 1933, the patient presented flat, somewhat shiny papules, varying 
in size from that of a pinhead to that of a large pea; most of the lesions were 
either polygonal or almost circular. The lesions on the thighs and in the axillae 
were definitely violaceous, while those in the lumbosacral region were lemon 
yellow, suggesting xanthoma. None of the lesions was scaly. 

Biopsy on specimens taken from the lower part of the back and the thighs was 
reported by Dr. Peck to show “typical lichen planus.” 


Louis CuHarcin, M.D., Secretary 
Regular Meeting, April 4, 1933 
A. Benson Cannon, M.D., Chairman 


PityriASis Ruspra Pivaris. Presented by Dr. Louts CHarcin. 


A Filipino girl, aged 4, had a generalized eruption which began in an acute 
form on the face and scalp fourteen months ago. It then rapidly became gen- 
eralized, including the palms and soles. The disease resembled at first seborrheic 
eczema or generalized dermatitis. Within the last few months the picture has 
become characteristic. The face, scalp and body show coarse scaling and 
erythema. The palms and soles show marked hyperkeratosis. On the dorsal 
surfaces of the fingers and toes are grouped, reddish, follicular papules, with a 
fine scale. Similar follicular papular groups are to be seen on the knees, the 
back of the neck and the legs. There has been no improvement within the last 
few weeks. The child feels well. The Wassermann test was negative. The 
histologic observations were characteristic of the disease. 
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DISCUSSION 

Dr. IstporeE Rosen: When this patient was first admitted to the hospital it 
was difficult to make a diagnosis because of the poor hygiene. The entire body 
was covered with a generalized erythematosquamous eruption complicated by a 
pyogenic infection. After a few days in the hospital the secondary infection 
cleared up with bathing and the local use of antiseptics, and the underlying disease 
was found to be pityriasis rubra pilaris. An interesting feature in this case is the 
decided improvement in the eruption following a febrile condition of unknown 
origin in which the temperature ranged between 103 and 105 F. and which lasted 
about a month. 

Dr. E. Witt1aM ApraAmowitTz: I had under observation a boy 5 or 6 years 
old, who was presented several years ago from the Vanderbilt Clinic. His con- 
dition started first with an attack of fever and an eruption that was diagnosed 
as probably that of scarlet fever. I saw him after the fever had subsided. The 
lesions on the scalp and body closely resempled seborrheic dermatitis. After 
several weeks the characteristic nutmeg-grater appearance of pityriasis rubra 
pilaris (Devergie) was noted, with involvement of the backs of the first phalanges 
of the fingers. He was admitted to the hospital, where he was thoroughly 
examined, but nothing definite was found. As I remember, the eruption did not 
disappear until a year later. Nothing but soothing ointments were used, and no 
glandular therapy was prescribed. I have not seen or heard of the boy since. 

Dr. SAMUEL Peck: Thyroid therapy was instituted in this case but it had to 
be discontinued because of the fever which had developed. Extensive investiga- 
tions were made to discover a focus of infection which would account for the 
fever, but without avail. 

Dr. CHARLES LERNER: The skin is a part of the temperature-regulating 
mechanism of the body. With the involvement of this much cutaneous surface, 
particularly in a child, it can easily be seen how the regulation of the body tem- 
perature would be thrown out of balance. 

Dr. SIGMUND PoL.itzeR: Patients with this condition seldom recover. Their 
skin is dry and scaly, and itching occurs. There is a tremendous amount of 
trauma. I recall one patient with pityriasis rubra pilaris who first came to me 
as a boy. He died at the age of 45 of streptococcic septicemia. In the last years 
of life occasional attacks of hyperpyrexia with delirium developed. He died 
during one of these attacks. I believe that this systemic infection explains the 
attacks of fever that occur in conditions of this kind. This leads, of course, to 
a suggestion as to the methods of treatment. The most important factor in 
treatment is to keep the skin protected and greased. In regard to various endo- 
crine substances, I think that they should be tried, especially in so young a 
patient as this. The disease certainly resembles an endocrine disturbance. It is 
through cracks and tears in the skin that the patient gets infections later. | 
wish to remind you of the early cases of lichen ruber acuminatus reported by 
Hebra. He reported that all of his cases terminated fatally. Though there is 
some question as to the correctness of this statement, it is fair to assume that 
most of the patients died of streptococcic infections. 

Dr. Marion B. SutzBercer: In a group of cases reviewed and reported by 
J. Jadassohn, tuberculosis was demonstrated as a factor. I think, as Dr. Pollitzer 
has pointed out, that other cases occur, with septicemia due to streptococci. The 
entire appearance of the disease leads one to believe that it may frequently be 
due to bacillemia or to circulating toxic substances. The follicular localization 
and lichen spinulosus look very much like the condition which one sees in other 
bacillemias, such as lichen trichophyticus and lichen scrofulosus. It is known 
today that there may be frequent showers of pathogenic micro-organisms into 
the blood without septic or other signs or symptoms. This may explain the 
alteration of asymptomatic with febrile stages in this disease. 
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Dr. Louis CHarGin: Tuberculosis was ruled out on the basis of physical as 
well as roentgen examination. With respect to this disease and lichen rubra 
acuminatus, there seems to be a tendency in recent years to consider them as 
two different diseases. 


PARAPSORIASIS (7); Psortasis (7). Presented by Dr. GeorcGe M. Lewis. 


A youth, aged 18, was admitted to the clinic of the New York Post-Graduate 
Medical School and Hospital, complaining of mild erythema and scaling of the 
trunk of moderate degree. The scaling was of a dry variety on the scalp; it 
extended to the neck and the face. On the backs of the hands and on the palms 
were brown erythematous papules, some of which were covered with scales. 
Around the ankles and on the inner aspect of the legs were similar lesions, 
together with an erythema which was possibly caused by external irritation. 
There was mottling on the head of the penis. Biopsy (performed by Dr. Fraser) 
showed a histologic picture suggestive of psoriasis. Generalized ultraviolet 
therapy effected considerable improvement. The Wassermann and Kline diag- 
nostic and exclusion tests were negative. 


DISCUSSION 

Dr. HERMAN Feit: I consider the case to be one of parapsoriasis. 

Dr. E. WittiAM ABrAMowITz: I think that the clinical features favor a 
diagnosis of psoriasis. The lesions on the face and scalp resemble psoriasis, and 
I suggest that another biopsy be made. The presence of palmar lesions and the 
fact that the eruption disappeared during the summer are evidence against a 
diagnosis of parapsoriasis. 

Dr. JosepH L. Morse: I favor a diagnosis of psoriasis. 

Dr. J. FRANK FRAseER: The histologic picture favors a diagnosis of psoriasis. 


TUBERCULOSIS VERRUCOSA CUuTIS (?); PsortAsis (?). Presented by Dr. FRANK 
VERO. 

A white man, aged 31, born in the United States, was first seen in July, 1932. 
He said that about thirteen years before, while working as a mechanic, he noticed 
a few hard wartlike lesions on the knuckles of the third and fourth fingers of 
the left hand. There was occasional itching. The lesions slowly spread, and, 
although he had various local medications, such as salves, pastes and roentgen 
therapy, there was no improvement in the condition. His general health has been 
good. 

On the dorsal and partly on the lateral surfaces of the involved fingers there 
were a few small, red-brown, round, oval and more extensive confluent patches, 
which were greatly thickened. The surface of the lesions was rough and was 
covered with adherent scales and yellowish-gray, horny, irregular verrucosities, 
as well as a number of interspersed miliary ulcers. The borders showed a narrow 
erythematous areola, with occasional pustules the size of a pinhead. At the base 
of the fingers numerous solitary and confluent firm papular lesions were seen. 
The forefinger was edematous; the nails were not involved. The patient would 
not consent to a biopsy. 

Treatment consisted of applications of pyrogallol ointment in increased con- 
centrations. The condition has improved somewhat, showing involution of the 
patches and central healing. 


DISCUSSION 


Dr. Marion B. SuLzBerGER: I think that the diagnosis of tuberculosis ver- 
rucosa cutis could not be made on the present clinical appearance. I suggest that 
quantitative tuberculin tests be made and that the patient be intradermally tested 
with the Moro test on the lesion and on normal skin, to bring out a_ possible 
contrast reaction. 
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Pityriasis Rosea-LikE Form or LicHEN PLANus (?). Presented by Dr. Max 

SCHEER. 

A woman, aged 30, born in Hungary, was treated for tertiary syphilis in the 
c.nic for diseases of the skin of the New York Post-Graduate Medical School 
and Hospital, from April 17, 1928, to Aug. 20, 1929. For the past three and 
one-half years she has received no treatment. Several days ago she came to 
the clinic complaining of a generalized rash of three weeks’ duration. This had 
started on the chest and had gradually spread over all the body except the 
scalp, face and legs. There were two types of lesions. Some were flat, polygonal, 
shiny papules varying in size between that of a pinhead and that of a pea, and 
were located mostly on the chest and the sides of the neck, with a few scattered 
lesions on other parts of the body. The other type, which were located mostly on 
the back, abdomen and extremities, were oval, slightly elevated, dry, light brown 
lesions, varying in size between that of a dime and that of a quarter and covered 
with furfuraceous scales. The axis of some of the lesions lay in the lines of 
cleavage of the skin. Itching was intense. The Wassermann reaction was positive. 
Biopsy was performed on April 1, 1933, but the results have not yet been reported. 


DISCUSSION 


Dr. JosepH L. Morse: This patient said that she had a patch on the upper 
part of the chest about three days before the generalized eruption appeared. That 
may have been the herald patch. I am inclined toward the diagnosis of pityriasis 
rosea rather than lichen planus. 

Dr. IstporE Rosen: I think that the generalized distribution, the erythemato- 
squamous character and the color of the lesions are in favor of pityriasis rosea. 

Dr. SAMUEL FELDMAN: There were several lesions on the buccal mucosa 
which were not unlike those seen in lichen planus. I have seen several cases of 
lichen planus which resembled pityriasis rosea. One patient, in particular, was 
under treatment for three or four weeks before the eruption took on the char- 
acteristics of lichen planus. 


A Case For DraGnosts (Pityriasts Rosea? Toxic ErytHeMA? PorKILODERMA 
ATROPHICANS?). Presented by Dr. Max ScHEER. 


A man, aged 32, born in Russia, has an eruption which began three months 
ago in the right groin and has since gradually spread over the trunk, including 
the neck. Groups of lesions have gradually fused and have formed red patches 
and plaques of various shapes and sizes. Some of the lesions show scaling sug- 
gestive of pityriasis rosea. There seem to be small spots of atrophy in some of 
the lesions. The patient is from the clinic for diseases of the skin of the New 
York Post-Graduate Medical School and Hospital. 

On histologic examination, the epidermis appeared somewhat flattened, with 
loss of the epidermal prolongations into the cutis and flattening of the papillary 
bodies. There was marked edema, mostly intracellular, of the basal cells scattered 
throughout the section. The papillary bodies showed marked edema and scattered 
infiltration composed mainly of mononuclear cells. There was a moderate amount 
of perivascular infiltration. The elastica showed fragmentation and disappearance 
of many of the elastic fibers. This was an active inflammatory process, and 
therefore the condition could not be classed as macular atrophy, which is an 
end-stage. It is conceivable that the condition may be a beginning macular atrophy, 
but certainly the only diagnosis possible now is dermatitis. A factor in favor 
of a possible future atrophic lesion is the fragmentation of the elastica. The 
histologic study was made by Dr. Satenstein. 


DISCUSSION 


Dr. SAMUEL Peck: The histologic study shows that we are dealing with an 
active process; therefore, the diagnosis of macular atrophy cannot be made. It 
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can be said only that the process is one which may end in macular atrophy, as the 
only indication at present for this is fragmentation of the elastic fibers in the 
upper layers of the cutis. 

Dr. HERMANN Fert: If there is any definite atrophy histologically, I think 
that this case belongs in the class of idiopathic atrophy. 

Dr. SIGMUND Po.uitzeR: Poikiloderma is primarily a disease of the capil- 
laries. I should like to ask the presenter whether there is any evidence of pro- 
liferation of the capillaries, which certainly is not apparent clinically. 


POIKILODERMA ATROPHICANS VASCULARIS. Presented by Dr. Lupwig OULMANN. 
This patient was previously presented before the Manhattan Dermatological 
Society (ArcuH. Dermat. & SypH. 23:363 [Feb.] 1931). Since presentation the 
disease has become worse, sweating has ceased, and the eruption looks less like 
radiodermatitis. 
DISCUSSION 

Dr. HERMANN Feit: This patient has alopecia of the scalp and beard, which, 
according to his statement, has been present as long as the changes in the skin. 
Clinically, it is indistinguishable from alopecia areata. The modern conception 
of Jacobi’s disease is that it is caused by an endocrine disturbance. A few meetings 
ago we saw a similar case presented for Dr. Throne, in which the underlying 
cause was retention of gold salt. The same clinical picture can be caused by 
different agents—endocrine disturbance and retention of a metal or an interaction 
between both, as we tried to show for alopecia areata. Different agents may also 
cause the same clinical picture. There are not as many different diseases of the 
skin as cutaneous reactions. 

Dr. Latrp S. vAN Dyck: The case mentioned by Dr. Feit was in a patient 
who was presented before this Section three months ago, with lesions resembling 
poikiloderma. The lesions had appeared subsequently to an exfoliative dermatitis 
due to injections of gold. At the present time the patient’s skin is almost clear. 
The only therapy employed was intravenous injections of sodium thiosulphate 
and calcium chloride. 

Dr. Lupwic OULMANN: When this patient was presented before the Man- 
hattan Dermatological Society none of the members doubted the diagnosis. Since 
then the condition has progressed and the picture has changed. There is no longer 
so much resemblance to radiodermatitis, but the similarity continues in the regions 
around the hips. The eruption on the scalp has spread, and the entire top of the 
head is infiltrated, with vascularization and loss of hair. The alopecia areata on 
the left side has neither increased nor filled in. Poikiloderma associated with 
endocrine changes is well known, and Taussig, in an article, mentioned this 
combination (ArcH. Dermat. & SypH. 25:882 [May] 1932). 


MorpeHEA. Presented by Dr. JoHN H. Harris. 


A man, aged 36, had generalized white, macular, atrophic areas on the trunk 
and extremities. These areas varied in size from % to % inch (from 0.3 to 
1.9 cm.) in diameter. There were no subjective symptoms. They had been present 
as long as the patient could remember, and they had not increased in size or number. 
No other member of the family had a similar condition. There was a brown 
pigmentation in both groins, on the inner aspect of the thighs and in the flanks, 
which was not entirely due to contrast between the white macular areas and 
the normal skin. Microscopic examination showed morphea. 


DISCUSSION 


Dr. SicmuND Po.iitzEr: This type of disease was described by Czillag in 
Jacobi’s “Atlas der Hautkrankheiten” in 1904, under the title “Dermatitis 


Lichenoides Atrophicans.” I had a case like this which corresponded with 
Czillag’s description and which proved on histologic examination to be morphea 
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in very minute spots, and punctate scleroderma in patches. I agree with the 
diagnosis, but I should qualify it and not call it simply morphea. 

Dr. SAMUEL Peck: About five years ago I described a case in the Dermato- 
logische Zeitschrift which resembled this case in some respects, with the exception 
that there was an accompanying macular atrophy of the affected parts. The fact 
that the subcutaneous veins are so plainly visible indicates a disappearance of the 
subcutaneous fat. I believe that we are dealing here with depigmentation and 
hyperpigmentation, rather than with morphea or real atrophies. 


Dr. J. FRANK FRAsER: The picture under the microscope is typical of morphea. 


Lupus ERYTHEMATOSUS (?); DERMATITIS MEDICAMENTOSA (GoLD) (7). Pre- 
sented by Dr. Georce M. Lewis. 


A man, aged 52, has received treatment for lupus erythematosus for the past 
five years. Gold salts were not used. On Nov. 2, 1932, he was given injections 
of gold sodium thiosulphate at the New York Hospital, beginning with 25 mg. 
After the first injection the lesions were somewhat painful and the erythema was 
increased, but these reactions did not recur after the subsequent weekly injections. 
On Jan. 2, 1933, the ear, nose and throat department advised tonsillectomy for 
infected tonsils, but this was not performed. Early in February a generalized 
erythematous macular eruption appeared, but therapy with a gold compound was 
continued for another four injections, by which time the patient had received 
eighteen injections totaling 850 mg. of gold sodium thiosulphate. Treatment with 
sodium thiosulphate was then instituted, and five doses were given, with improve- 
ment. A patch test in which 10 per cent and 30 per cent gold sodium thiosulphate 
was used was made on March 20, with negative results. Biopsy was performed 
on March 19, and the report (made by Dr. Fraser) was “suggestive of lupus 
erythematosus.” A cutaneous lesion was examined chemically for gold, with 
negative results. 

DISCUSSION 


Dr. JosepH L. Morse: I do not know how extensive this patient’s original 
eruption was, but tonight I can see only a discoid patch of lupus erythematosus 
near the right ear. The secondary eruption is probably dermatitis medicamentosa 
due to gold, but in places it looks like disseminated lupus erythematosus. It is 
my opinion, and I do not say this in criticism of the presenter, that small discoid 
patches of lupus erythematosus should not be treated with gold compounds, except 
as a last resort. Even with small doses, there is always danger of dissemination. 


Dr. E. WiLtrAM ABRAMOowITz: I think that the statement of Dr. Morse, that 
one should not use therapy with gold compounds in the single fixed type of lesions 
such as this patient has, needs correction. In patients with a fixed type of lesions 
of lupus erythematosus, whether such lesions are single or multiple, there is 
always danger that dissemination of the eruption will take place. Before the 
advent of therapy with gold compounds, irrespective of the method of treatment, 
blame was attached to the treatment if dissemination occurred. Of course, it was 
always difficult to decide whether or not this was so, but it is known that dis- 
semination is apt to occur without any treatment. The important things to be 
avoided in cases of this type are strong exposure to sunlight and irradiation 
therapy. In this country it is considered the best policy to use very small doses of 
gold sodium thiosulphate, varying from 10 to 25 mg. Other preparations of 
gold should also be used in small doses. The intervals at which these preparations 
should be given are from four to five days, and if one watches the patient care- 
fully, any reactions that may occur may be avoided later. Of course, patients 
vary in their reactions, but if the gold preparation is reliable, severe toxic symptoms 
may be easily avoided. When gold was first introduced for the treatment of 
pulmonary tuberculosis and other types of systemic tuberculosis, enormous doses 
were used, sometimes as high as 1,000 mg. or more, and many patients were able 
to tolerate these doses. The French use, on the average, from 50 to 300 mg. or 
more in a dose, and, while reactions are more apt to occur with this method, it is 
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not entirely the dosage that is responsible. According to the French, other factors, 
such as susceptibility and bitropism, are responsible. In this case, | am inclined 
to believe that the eruption on the body may be a dissemination of the lupus 
erythematosus, and in such cases therapy with gold compounds is usually contra- 
indicated. The same applies, of course, if the lesions are a toxic eruption due to 
gold. So, in either case, no further injections of gold compounds should be given, 
and an expectant plan of treatment should be instituted. 

Dr. SAMUEL Peck: I have seen a number of cases of generalized lupus 
erythematosus at the Mount Sinai Hospital, the majority of which terminated 
fatally. The patient with an eruption of lupus erythematosus of this extent is 
usually quite ill. Very early in the disease atrophy may be expected, although this 
is not always the case. From the extent of the eruption and the rather benign 
course, it seems to me that the condition is a toxic eruption due to gold. Only 
in the eczematoid eruptions caused by drugs may a patch test be expected to give 
positive results, and even then there may be a period during the height of the 
eruption and shortly afterward when the patient is, for the time being, desensitized, 
and all patch tests at this time will give negative results. Even though gold is 
found in the skin, it is no proof of the etiology of the eruption in question. 
However, positive results of a patch test and the presence of gold in the skin 
suggest the etiology of an eruption. In the last analysis, toleration of the drugs 
is the final proof. 

Dr. Marion B. Sutzpercer: I wish to emphasize what Dr. Peck has said 
in regard to the demonstration of causative factors in tissue. I do not think that 
the demonstration of a substance in the tissue is at all necessary to prove that 
this substance has caused an eruption. The most sensitive analytic procedure 
available to demonstrate the presence of any substance is the immunologic experi- 
ment in the hypersensitive man or animal, that is, testing for its presence in a 
sensitized living organism. This test is much more sensitive than any chemical 
measure. It therefore follows that a negative chemical test for a substance does 
not rule out the latter as the etiologic agent in a case of immunologic hyper- 
sensitivity, such as is found in cases of dermatitis due to drugs. 

Apropos of this discussion in the perusal of Osborne’s work on arsphenamine 
dermatitis, most readers arrive at the conclusion that the histologic demonstration 
of arsenic in the skin proves that an eruption is due to arsenic and that in no 
other dermatitis would so much arsenic be found in the section. I had a conversa- 
tion with Dr. Osborne, and he agreed with me that any person who had received 
arsenic and who had a subsequent dermatitis from some other cause could have 
arsenic in the tissues. In other words, the negative chemical findings of a sub- 
stance in the tissues does not exclude this substance as the possible cause of a 
hypersensitive cutaneous reaction. A drug may cause a reaction, though it is 
present in such small quantities that it is not chemically demonstrable. And, vice 
versa, the demonstration of the presence of a substance in the tissues does not 
prove that this substance has actually caused a dermatitis. It may be present 
and even demonstrable in increased quantities in the affected areas, owing simply 
to the inflammation (hyperemia and other conditions) of a dermatitis from another 
cause. 

The chemical demonstration of the presence of a substance is useful only as 
a proof that there has been prior contact with that substance; for instance, in a 
case which appears to be an eruption caused by phenolphthalein (or some other 
drug) but in which ingestion of phenolphthalein (or the other drug) is denied 
and cannot be clinically proved, the chemical demonstration of the drug in tissues 
or fluids of the body proves the previous contact and thus helps to determine 
the diagnosis. 

Dr. Paut Gross: The case was presented as one of dermatitis medicamentosa 
and not as dermatitis exfoliativa. I believe that this distinction should be main- 
tained for gold compounds as well as for arsphenamine, because the mechanism 
differs considerably in these two conditions. If some of the lesions suggest lupus 
erythematosus this would not be evidence against the original diagnosis. Judging 
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from experience with ultraviolet rays and other agents, any irritation of the skin 
may take the form of the characteristic eruption in a patient with lupus 
erythematosus. 


LicHEN PLANus AND Psortasis. Presented by Dr. SAMUEL FELDMAN. 


A man, aged 34, has had psoriasis of thé trunk, scalp and nails for fifteen 
years and lichen planus of the forearms and the glans penis for three weeks. The 
diagnoses were confirmed by microscopic examination. This is the second patient 
with such a combination of diseases that I have seen recently. 


DISCUSSION 


Dr. Marion B. SuLzBercer: I am under the impression that lichen planus and 
psoriasis are combined in the same patient in approximately the number of cases 
in which one would expect to find a chance combination of two unrelated diseases. 
In the absence of an accurate statistical study, no conclusions can be drawn as 
to a possible relationship between the two diseases. 

Dr. ApotpH RosteENBERG: I have observed a similar combination in a patient 
who had been given arsenic for psoriasis. Lichen planus developed subsequently, 
and I thought at the time that it was of arsenical origin. 

Dr. SAMUEL FELDMAN: This patient has received no internal medication. 


Psortasts (?): DeRMATOPHYTOSIS (?): ACRODERMATITIS CONTINUA SUPPURATIVA 
(HALLoPEAU) (?). Presented by Dr. Paut Gross. 


A girl, aged 17, stated that seven years ago she burned her thumb. The con- 
dition for which she is presented began on the tip of the finger five years later. 
The patient thought that the condition was related to a nail polish that she had 
been using. She discontinued the use of the polish on this nail, but continued to 
use it for the other nails. The condition has disappeared and returned four 
times. The nail, however, has never cleared, in spite of the fact that it has been 
removed several times. 

The nail of the right thumb is exceedingly thick; it is raised from its bed 
and is also curved distally. The lateral edges are growing under the nail. The 
skin at the tip is involved mostly on the flexor surface. The eruption extends 
to about 0.5 cm. on the extensor surface and 3.5 cm. on the flexor surface and 
has a sharp and arciform outline on the proximal margin. There is a highly red, 
scaling surface, with many confluent pustules the size of a pinhead or larger. 
One rather wide fissure is present. There is no definite scaling between the toes. 

Examination of the nails and the skin of the fingers and toes for tinea gave 
negative findings. Bacteriologic examination also gave negative results. 


DISCUSSION 

Dr. Paut Gross: To establish the diagnosis of cutaneous infection caused 

by monilia, it is necessary, judging from Dr. Hopkins’ work, to find pathogenic 

strains of monilia. The diagnoses mentioned were all taken into consideration, 

but in view of the negative findings for fungus, acrodermatitis (Hallopeau) was 
decided on. 


Onycromycosis. Presented by Dr. Georce M. Lewis. 


This patient was previously presented before the Section, in February, 1933. 


DISCUSSION 
Dr. Georce M. Lewis: My patient was presented two months ago and is here 
again to show the result of therapy. Cultures have grown, but it is uncertain 
whether the organism is a monilia or a cryptococcus. Similar clinical findings 
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were obtained in this patient and in Dr. Gross’ patient, and it is not improbable 
that both cases are examples of the same disease. 

Dr. J. GARDNER Hopkins: I was struck with the similarity of these two 
cases and was much interested in Dr. Lewis’ report. Studies of this kind are 
needed to clear up the diagnosis. However, yeastlike fungi are frequently present 
on normal skin. I do not think that the finding of yeast cells in the tissue is 
significant, unless it can be shown that they belong to a pathogenic species. The 
lesion itself does not present the clinical picture of yeast infection. There is no 
thickening of the paronychium, which is almost constantly seen in infections 
caused by monilia. 


SyRINGOMA. Presented by Dr. Lours CHARGIN. 


A colored woman, aged 23, single, a housekeeper, had an eruption which 
appeared two years ago on the arms and which later spread to the chest and then 
to the abdomen. The eruption consisted of somewhat conical, more or less solid 
lesions, varying in size from that of a pinhead to that of a millet seed. The 
lesions were skin-colored for the most part, but some showed a yellowish tint. 
They were isolated and in groups of from six to ten, the grouped lesions being 
found especially on the abdomen and chest. The best developed lesions were also 
on the abdomen and chest, while those on the arms were least developed. The 
eruption was profuse on the abdomen, less so on the chest and least on the arms. 
There were a few scattered lesions on the neck and on the outer surface of the 
upper part of the thighs. On the lower eyelid there were a few isolated, smal] 
lesions which were apparently of the same nature as the lesions on the body. 
They did not feel tense and did not disappear or flatten on stretching of the skin. 
They were somewhat shiny when looked at askance. There were no subjective 
symptoms. In recent months there have been no new lesions, and no lesions have 
disappeared since the onset of the trouble. The patient is the only member of her 
family to be affected with the condition. A biopsy specimen showed the char- 
acteristic picture of syringoma. Roentgen examination of the chest showed active 
tuberculosis. 

DISCUSSION 

Dr. Marion B. Sutzpercer: The clinical and perhaps even the histologic 
differentiation of some cases of this type is difficult. Of course, among the other 
conditions which come into the group are (1) sebaceous adenomas and (2) (only 
on account of the name) an entirely different disease, hydrocystoma. In the latter 
there is actually retention of the sweat in the ducts of the sweat glands. This 
condition is a true cyst in contradistinction to the former condition, in which 
there are nevi or epitheliomas and adenomas determined by heredity. The lesions 
in hydrocystoma alternately appear and become invisible either spontaneously or 
under therapeutic measures. The nevoid anomalies do not generally undergo 
spontaneous involution. 

Dr. SicMuND Pottitzer: The first case of syringoma described was reported 
by Kaposi, who made a mistake in diagnosis on the basis of his histologic exami- 
nations and called the condition lymphangioma tuberosum multiplex. Torok 
showed that the cases were syringocystadenoma in which the parallel rows of 
epithelial cells looked like ducts of sweat glands of which he thought they repre- 
sented embryonal rests. Tricho-epithelioma is a different condition histologically, 
and multiple benign epithelioma still another. 

Dr. J. FRANK FRASER: I agree with Dr. Chargin’s diagnosis. Dr. Pollitzer 
has given a clear description of the histopathology. There is an illustration in 
La pratique dermatologique which corresponds in every detail with the clinical 
picture presented here. 


BenIcn Cystic EpIrHELIOMA. Presented by Dr. Grorce M. Lewis. 


Nodules developed on the nose of a man, aged 35, eighteen years ago. These 
nodules have since slowly increased in number and in size, spreading to the 
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forehead, the sides of the nose, the cheeks and behind the ears. The nodules 
vary in size from that of pinhead to that of a pea and are skin-colored, tense, 
nonpedunculated and, in places, confluent. The report of the biopsy, made by 
Dr. Fraser, stated that the condition is benign cystic epithelioma. 


Fox-Forpyce Disease. Presented by Dr. FRANK VERO. 


A white woman, aged 36, complained of a persistent, severe itching in the 
axillae and on the lower part of the abdomen, of two months’ duration. In 1930 
she was treated for hydronephrosis and ureteral stricture. Her menstruation 
has always been normal. She has had five normal pregnancies. There are 
numerous, discrete, round, slightly raised, firm, papular and nodular lesions, the 
size of a pinhead and of a millet seed, in the axillae. Their color varies from 
flesh to light red. There are no scratch marks, and there are no lesions in the 
pubic region. Topical applications have afforded no relief. 


HyprRoA VACCINIFORME. Presented by Dr. Lartrp S. Van Dyck. 


The patient was first seen on Feb. 27, 1933, at which time a history was given 
that small blisters had appeared over the bridge of the nose after exposure to 
sun and wind while the patient was at the beach during September, 1932. These 
blisters healed within a few days, leaving scars, and new crops have appeared 
from time to time. Examination showed tense, round vesicles and irregular 
bullae with crusting on the nose and cheeks. There were also atrophic reddish 
scars. The vesicles and bullae were of the vacciniform type. Examination of 
the urine for hematoporphyrin gave negative findings. 


PERIPHLEBITIS NODULARIS NECROTICANS (7). Presented by Dr. Lewis Byrne 


ROBINSON. 


A woman, aged 33, had about seventy lesions on her legs and thighs three 
years ago, which had appeared intermittently. They appeared about every six 
weeks. The lesion was first a firm subcutaneous nodule. Some nodules would 
gradually be absorbed in the course of about three weeks: others became tender, 
and there was a spreading infiltration around them which was at times as wide 
as 3 inches (7.6 cm.) in diameter. The overlying tissue was red; then a rapid 
change, apparently liquefaction, occurred in the center of the lesion, and the over- 
lying skin became purple and subsequently discharged a serosanguineous fluid. 
No etiologic factors could be determined on the basis of the patient’s history. 
The Wassermann test was negative. Culture of the fluid was also negative. 


SCLERODERMA. Presented by Dr. ANprew J. GI_mour. 


A girl, aged 9, weighed 13 pounds (5,896 Gm.) at birth. Between February 
and July, 1927, she had varicella, measles, scarlet fever and pneumonia. In 
October small white spots appeared on the left shoulder and the left knee. The 
spots on the arm gradually spread, became confluent and extended to the tips cf 
the fingers. The spots on the knee did not spread. The involvement of the whole 
arm took place within two months. During the past five years the lesion has 
been getting tighter, so that for the past year there has been some limitation of 
extension of the left arm. Pain and tenderness have been absent, but there has 
been occasional itching. A complete physical and neurologic examination revealed 
only that the cutaneous lesion on the left arm followed the cutaneous distribution 
of the fourth, fifth and sixth cervical nerves. Pancreas extract, in doses of 1 cc., 
given intramuscularly, was administered weekly, beginning on Oct. 28, 1932; and 
sixteen injections in all have been given, with slight improvement. 
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A CAseE For DiacGnosis. Presented by Dr. E. C. Wertse. 

This patient was previously presented before the section on Dec. 6, 1932, with 
a condition diagnosed as lichen planus atrophicus. Since then the patient has 
received seven doses of roentgen therapy on the hands and five on the face, as well 
as numerous injections of mercuric salicylarsenate, without marked clinical 
improvement. The histologic diagnosis is lichen planus (?) of the forearm and 
lichen planus (?) of the hand. The patient is presented again for a discussion of 
the diagnosis. 

DISCUSSION 

Dr. E. C. Weise: This patient is an Indian, previously presented with a 
condition diagnosed as lichen planus atrophicus. At that time he gave a history 
of having had an eruption, beginning two years before examination, in the form of 
small papules which itched intensely and increased in extent for about one and 
a half years. The eruption then began to spread by coalescence, forming con- 
fluent patches with atrophy and depigmentation. Some of these patches formed 
bizarre shapes and occasionally showed a tendency toward hyperkeratotic plugging 
of the follicles, as well as a hyperpigmentation at the periphery of the lesions. 
When seen at the Vanderbilt Clinic in December, the patient presented these 
lesions, as just described, and, in addition, small, flat-topped, shiny papules on the 
backs of both hands, suggestive of linear distribution; others were confluent and 
formed large papular lesions. 

One would gain the impression at first glance that this patient presents a case 
of widespread lupus erythematosus, but, on closer inspection and considering the 
small papular lesions, one is more inclined toward lichen planus. I have not seen 
the man since the night he was previously presented, but I was told that his 
condition had not improved. For this reason some of the physicians at the clinic 
believe there might still be a question of diagnosis, and are considering lupus 
erythematosus as a possibility. However, in the interval that I have not seen this 
patient, many of the papules on the cheeks and hands have disappeared. 


Dr. Howarp Fox: This is one of the most puzzling cases presented. If one 
saw only the lesions on the vermilion border and those on the cheeks and near the 
ears, the diagnosis of lupus erythematosus would seem probable. Many of the 
other lesions scattered over the body simulate psoriasis, in which the scales have 
been removed. I saw nothing to suggest lichen planus. All of the lesions without 
doubt represent the same process, and I think that lupus erythematosus would be 
the most likely diagnosis. 

Dr. SIGMUND PoLLitTzER: I agree that this case is certainly of extraordinary 
interest. This man has, here and there, definite papules of lichen planus. I saw 
one at least on the back, and I also saw one or two circinate papular lesions like 
those seen in lichen planus. I should be inclined to say that this man has lichen 
jianus, but I cannot fit that diagnosis in with the other lesions, especially with 
that group of broad, irregularly outlined patches on the back of the ear and neck 
below the mastoid area on one side. That group of lesions and many others do 
not resemble anything I have ever seen described as lichen planus. On the other 
hand, it does not look like lupus erythematosus; there is no scaling or follicular 
plugs, but simply atrophic patches which might well be the result of lichen 
planus, except for the great size of the patches. I should say that he has lichen 
planus, with extraordinary lesions that may or may not be lichen planus scattered 
over the bedy. The process may be the same everywhere, but it does not look so. 
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A CAsE For DiaGnosis (Fisroma [?] with AN EccuymMortic RING). Presented 
by Dr. FRED WISE. 

M. O., a woman, aged 50, married, was admitted to the clinic for diseases of 
the skin of the New York Post-Graduate Medical School and Hospital on May 2, 
1933. She stated that she had had a little spot on the left thigh for ten years, 
but it was only a week previously that the lesion had become red and increased 
in size with the appearance of a blue ring around it. The lesion is roughly cir- 
cular, % inch (1.27 cm.) in diameter, firm, slightly elevated and glistening. It is 
a pale brownish red, with exaggeration of the color at the periphery. Around this 
lesion is a pigmented halo of violaceous color, the average width of which is 
'¥g inch (0.31 cm.). Between the lesion and the halo is a rim of healthy skin 
4, inch (0.15 cm.) in width. There is no history of injury. 


DISCUSSION 

Dr. FRED WIsE: This patient presents more of a medical curiosity than any- 
thing else. She appeared at the clinic for the first time today, and no studies 
have been made. She is presented chiefly on account of the target-like appearance 
of the lesion with an area of ecchymosis surrounding the fibroma. Whether that 
is part of the pathologic process or whether it is the result of trauma, I do not 
know. I have never seen a lesion of this kind surrounded by a ring of ecchymosis. 
The history of the patient indicates that the tumor has been present for ten years, 
and its color has changed within a week. 

Dr. Oscar L. Levin: The lesion suggests the appearance of noduli cutanei 
as described by Lewandowski and Arning, and also a foreign body tumor, but 
differs from these conditions in that the surface is glossy, of more fleshy appear- 
ance, appearing vesicular, and showing a hemorrhagic areola. It is, however, my 
opinion that the condition is probably a fibrosarcoma. This condition is always 
difficult to cure and must be excised completely, as it shows a tendency to 
recurrence. 

Dr. Louis TutrpaAN: On account of the color of the lesion and the history 
of long duration, I believe that this is a condition called fibroblastic sarcoma or 
fibroblastoma. These tumors are usually persistent and unless removed thoroughly 
will recur. The lesions are not malignant. In removing the tumor, I suggest 
that it be removed very widely and deeply. 

Dr. HERMANN GOLDENBERG: The point taken by Dr. Tulipan is a good one. 
He is probabiy referring to the disease called dermatofibrosarcoma protuberans, 
described by Darier and Hoffmann. 

Dr. HERMANN FEIT: Fibrosarcoma of the skin, as described by Darier and 
Hoffmann, can be absolutely ruled out, as those tumors are multiple and 
protuberant as can readily be seen from the picture in Darier’s “Précise de 
dermatologie.” 

Dr. SIGMUND Po.titrzeR: I should like to say that the patient told me dis- 
tinctly that this tumor, which has been present for ten years, originally had the 
color of the surrounding skin and only recently became bright red, as it is now, 
and in a week or so was surrounded by an ecchymotic ring. 


LICHEN SCROFULOSUM AND PAPULONECROTIC TUBERCULID. Presented by Dr. 
Oscar L. Levin and Dr. S. H. SILvers (by invitation). 


H. L., a colored girl, aged 8, was admitted to the Sea View Hospital on 
Aug. 23, 1932, with a pulmonary condition. The patient’s mother was tuberculous ; 
otherwise the family history was irrelevant. On April 3, 1933, lesions of the 
skin were noticed on the back and chest. These lesions were generalized papular 
eruptions varying in size from that of a pinhead to that of a pea. The eruption 
on the trunk consisted of discrete and confluent papules, varying in size from that 
of a pinpoint to that of a pinhead, which formed patches the size of a pea or that 
of a dime. Some were red and had crusted centers and slight scales. 
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Examination of the lungs revesited fibrosis at both roots and a resolving process 
in the middle lobe of the right lung. The Mantoux test was positive, the urine 
was normal, and the Wassermann reaction was negative. The patient’s ears, nose 
and throat were normal. The blood and differential counts were normal. The 
treatment consisted of increasing doses of ultraviolet irradiation and large doses 
of cod liver oil. 


LICHEN SCROFULOSORUM. Presented by Dr. Oscar L. Levin and Dr. S. H. 

SILVERS (by invitation). 

R. W., a colored boy, aged 6, was admitted to the Sea View Hospital on 
May 31, 1933, with a condition diagnosed as encapsulated fluid of the base of 
the right lung, probably of tuberculous origin. There was no history of infection. 
Four months prior to presentation small patches of violaceous lesions developed 
on the trunk and neck. The lesions were papulofcllicular and grouped, showed 
fine scales and were the size of a pinhead. There was no tendency to ulceration. 

The test of the sputum was negative for bacilli, the Mantoux test was positive, 
and the Wassermann reaction was negative. The urine and blood count and the 
basal metabolic rate were normal. 

Treatment consisted of large doses of cod liver oil and increasing doses of 
ultraviolet rays. 

DISCUSSION 


Dr. Howarp Fox: I do not know why lichen scrofulosorum appears to be 
rarer in this country than in Europe. It is unusual to see two cases of this disease 
presented. Although these cases show typical groups of flesh-colored papules 
on the trunk, I am surprised to see so much evidence of scratching. The cases 
I have seen were apparently not pruritic. 

Dr. SIGMUND POoLLiTzER: Does not this disease appear more frequently 
among the Negroes than among the white race? The majority of the cases shown 
here in the last thirty years have been in Negroes. 

Dr. Howarp Fox: It is my impression that this type of lesion is more 
common in Negroes than in white people, corresponding to the greater incidence in 
the Negro of tuberculosis. 

Dr. Epwarp MALoney: My impression agrees with that of Dr. Pollitzer. 
I believe that most cases of lichen scrofulosorum that I have seen have been in 
colored children. 

Dr. Maurice J. CosteELLo (by invitation): I spent about four years in the 
Saranac Lake district. During more than one year of this time I was resident 
physician in a large sanatorium for young girls suffering from pulmonary tuber- 
culosis. They ranged in age from 4 to 25 years. Even though they were observed 
closely for lesions of the skin, I never saw a case of tuberculosis of the skin or 
of lichen scrofulosorum. Tuberculosis of the skin is practically never seen in that 
locality, even though the patients have all stages of pulmonary tuberculosis. 
Tuberculosis of the skin is more frequent in the Negro probably because he is 
more susceptible and has less resistance to it once it is contracted, and naturally 
under these conditions the manifestations are more numerous and varied 

Dr. Oscar L. Levin: There are certain points to be emphasized in lichen 
scrofulosorum. It is not uncommon in tuberculous children, and may be observed 
as occurring with tuberculosis of the bones, lymph glands and joints. It is com- 
mon among the children at Sea View Hospital, where there are about sixteen 
hundred patients with tuberculosis. The condition is commonly observed, and 
there are usually from twenty to thirty patients in the hospital who show lichen 
scrofulosorum. The condition responds rapidly to treatment with the ultraviolet 
rays. Recurrences are common. The lesions may often be found associated with 
other tuberculous lesions of the skin like lupus vulgaris and scrofuloderma. The 


condition impresses me as being due to the reaction of the skin to invasion by 
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tubercle bacilli. There are various types of lesions, depending on the intensity 
of the reaction. Some are typical lesions of lichen scrofulosorum; others show a 
slight elevation with central necrosis, while others show larger typical papulo- 
necrotic tuberculids. 


TUBERCULOSIS CuUTIS APPEARING IN A SKIN GRAFT. Presented by Dr. Oscar 
L. Levin and Dr. S. H. SILvers (by invitation). 

W. H., aged 24, a Chinese, was admitted to the Sea View Hospital on Sept. 30, 
1932, with a condition diagnosed as pulmonary tuberculosis and tuberculosis of 
the right ankle. This ankle had been fused, and later a sinus developed which 
was repaired by a skin graft taken from the right thigh. He shows lesions of 
the skin of four months’ duration in the grafted area. There is a hypertrophic, 
keloidal formation surrounded by a border % inch (1.27 cm.) wide, purplish, soft 
and covered with crusts and scales. Numerous ulcerated lesions, varying in size 
from that of a lentil to that of a pea, appear in the grafted area of the right ankle. 
The bases of the ulcers are flat and slightly infiltrated and undermine the borders. 

Study of the histology revealed an increase in connective tissue throughout the 
subcutis, an increase in the number of dilated lymphatics and occasional groups 
of epithelial cells with giant cells. Treatment has consisted of irradiation with 
ultraviolet rays from the mercury vapor arc in quartz. 


ERYTHEMA MULTIFORME HAEMORRHAGICUM BUuLLosum. Presented by Dr. 
HERMAN GOODMAN. 


N. LaC., a boy, aged 7, gives a history of lesions which developed on the 
buttocks, the knees, the dorsal surfaces of the feet, the elbows and the ears about 
one year ago. Later, the lesions spread over the legs and arms, and then to the 


face. He was treated by one physician for eczema. The condition improved 


somewhat, but the lesions on the buttocks never disappeared. Six weeks ago the 
patient had a very sore throat and was given 3,000 units of diphtheria antitoxin. 
The following week there was an eruption as marked as the one he showed on 
admission. He was further treated in an endeavor to build up his resistance, but 
with no results. Then the patient came to the Stuyvesant Square Hospital Clinic. 

The past history of the patient reveals that he had whooping cough at the 
age of 2 and chickenpox at the age of 4. His tonsils were removed at the age 
of 5%, and he had croup one and a half years ago. 

Physical examination showed a well nourished and well developed boy, not 
acutely ill. The gums are swollen and bleed easily. There is an eruption involving 
the extremities, buttocks, ears and face. The neck and torso are free from 
involvement. 

The types of lesions are as follows: The primary lesion consists of a small 
vesicle, which in some areas becomes hemorrhagic. At the points of pressure there 
are papules which are keratotic and covered with adherent grayish scales. Some 
of these papules have small pinpoint hemorrhagic spots in their center; the larger 
papules show a coagulum of biood in their centers. The lesions on the buttocks 
are purplish gray, about the size of a five cent piece. There are no subjective 
symptoms. 

There was no change in the lesions until suddenly on April 28, 1933, when 
an eruption of urticarial lesions with a vesicular hemorrhagic center occurred 
around the sites of the existing lesions. There was considerable itching. 

The examination of the blood serum was positive to agglutination tests for 
Streptococcus haemolyticus. Secondary anemia was reported. 

The large vesicles between the corium and basal cell layer are hemorrhagic. 
An inflammatory exudate composed of lymphocytes, polymorphonuclears and extra- 
vasation of blood is present. 

The blood count showed a hemoglobin concentration of 71 per cent; white cells, 
8,200; red cells, 3,900,000; polymorphonuclears, 49 per cent; lymphocytes, 46 per 
cent; mononuclears, 1 per cent; eosinophils, 4 per cent; color index, 0.9. 
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DISCUSSION 

Dr. SicMuND Po..itzer: I do not think that this case can be called erythema 
multiforme. I should like to suggest urticaria pigmentosa as a possible diagnosis. 

Dr. HERMANN GOLDENBERG: It looks as though this is a case of erythema 
multiforme haemorrhagicum bullosum brought on a second time by the admin- 
istration of antitoxin. 

Dr. Ist1poRE Rosen: I agree with the diagnosis as presented. The clinical 
picture of this case fits in very well with the disease. The unusual features are 
its chronicity and the persistence of the lesions in certain areas, but when one 
analyzes the individual lesions, they stand out as raised papules, some bullous 
and some with hemorrhagic centers, which gives them the appearance of herpes iris. 

Dr. EUGENE TRAvuB: At the time I first saw this patient a few days ago, 
he presented a number of definite lesions on the iris, hands, forearms and arms, 
in addition to the other lesions. At that time there seemed to be little question 
that the case would fit in with the diagnosis of erythema multiforme or at least 
in the group of toxic eruptions. Tonight the appearance is not nearly so char- 
acteristic, as there are several different types of lesions. First, there are lesions 
which come and go quickly and which are definitely of a toxic nature. Second, 
there are the lesions on the hands and the forearms which are of a fixed type 
and which may or may not represent fixed toxic lesions. The third type of lesions 
are those to be found on the elbow and the knee, and they seem to be either keloids 
or hypertrophic scars. I do not believe that these are part of the picture, but 
represent injuries which have healed, leaving thickened scars. 

Dr. HERMANN FeEir: In regard to the chronicity of these lesions, I can 
report the case of a nun who had a similar condition for thirty-five years, so 
that the duration does not argue against that diagnosis. 

Dr. CHARLES WoLF: My impression is that this may be an early case of 
Duhring’s disease. I saw a group of vesicular lesions on the region of the elbows. 


The parts affected are those commonly seen in early stages of Duhring’s disease, 
viz., the posterior aspect of the forearms, the back of the knees and hands, the 
face and the ears. To confirm this, I suggest that a-blood count be done in order 
to see whether there is marked eosinophilia, and also that the Jadassohn test 
be done. 


MuLTIPLE GuMMAS. Presented by Dr. A. BENSON CANNON. 


M. C., a man, aged 61, an Italian, gives a history of having had a chancre 
forty years ago, for which he received no treatment. The eruption for which he is 
presented began four or five months ago. Over the right buttock is a serpiginous, 
erythematous lesion about 5 inches (12 cm.) in diameter, crusted and ulcerating 
along the upper margin. Over the extensor surface of the right arm is a lesion 
1 by 2 inches (2.5 by 5 cm.), similar in character. The entire tip of the nose 
presents an erythematous and oozing surface. Beneath the discharge the base is 
verrucous, with considerable surrounding erythema. There is a small lesion on the 
left shoulder. 

The Wassermann reaction of the blood and the spinal fluid was negative. 
The biopsy report was of granuloma (probably syphilitic). 


DISCUSSION 


Dr. Leo SpreceL: I agree with the diagnosis as presented. The lesion on 
the right arm is serpiginous, nodular and characteristic of late syphilis. The 
lesions on the nose and buttock, however, are not so definite, and suggest tuber- 
culosis. Negative Wassermann reactions are frequently encountered in late cases. 
I should like to know if precipitation tests have been made. These tests are often 
positive when the complement fixation tests are negative—the Kline test more 
often than the Kahn. 











896 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. Frep Wise: It is easy enough for any one to offer another diagnosis than 
the one presented. I offer the diagnosis of tuberculosis. Jadassohn has described 
tuberculosis of the skin in the aged. The lesion on the nose is much more sug- 
gestive of tuberculosis cutis than of syphilis. I am not prejudiced by a negative 
report of the serologic test. I should consider all the lesions tuberculous and not 
syphilitic, on the basis of clinical manifestations alone. 

Dr. HERMANN Feit: I agree with Dr. Wise. I thought of lupus verrucosus, 
which can progress in a serpiginous manner not unlike syphilis, although, of 
course, much slower. 


ALOPECIA, HYPERTRICHOSIS, PSORIASIS AND ENDOCRINE DySsFUNCTION. Pre- 
sented by Dr. Davip BLoom. 


B. A., a woman, aged 36, gives a history of having been in good health until 
the age of 18, except for severe headaches during menstruation, which started at 
the age of 16. At the age of 18 she suddenly gained weight around the torso, 
but the extremities were not affected. Menstruation ceased at the same time. Soon 
afterward, the hair began to fall out, but returned in part, although for five years 
the alopecia has not changed in degree. Two years ago she received roentgen 
therapy over the left suprarenal region, as it was assumed, by the fact that the 
left kidney was enlarged downward and pushed inward, that a tumor of the supra- 
renal gland was present. Six weeks following the beginning of the roentgen 
therapy generalized psoriasis developed. 

According to information received from the physician who treated the patient 
at that time, the patient had a marked hypertension and hyperglycemia which was 
corrected by the treatment. There was also a marked hypertrichosis of the face 
and the body which has improved considerably. 


DISCUSSION 

Dr. Louts Tutrpan: There have been cases of this kind reported previously, 
in which it was thought that the condition was due to some involvement of the 
suprarenal glands. The patients lose the hair on the scalp, gain hair on the chin 
and gain weight, and have menstrual disturbances. This patient gives a history of 
amenorrhea since she was 18. I understand that she received some treatment 
with roentgen rays over the renal region. Following that the psoriasis appeared. 
Whoever treated her at that time probably thought of a tumor of the suprarenal 
glands. 

Dr. Oscar L. Levin: I do not think that we should regard the case of 
alopecia as being due to psoriasis. Both conditions, the alopecia and the psoriasis, 
may be manifestations of the condition described by Cushing as _ basophilism. 
The patient shows other signs of pituitary disturbance, in the skin as well as 
in her general structure. Basophilism depends on the presence of small growths 
occurring within the pituitary glands and shows small areas with the characteristic 
basophilic staining cells. Frequently, roentgen examination of the skull does not 
disclose changes in the pituitary gland or in the sella turcica. 

Dr. Louts CuHarGin: In patients suffering from erythrodermia associated 
with psoriasis, the loss of hair occurs from time to time. In a patient in the service 
of Dr. Rosen such loss of hair occurred on two occasions, when an exacerbation 
of the erythrodermia took place. In both instances the hair returned in the 
course of time as the process became less marked. 


GRANULOMA INGUINALE. Presented by Dr. A. BENSON CANNON. 


D. J., a woman, aged 42, a native of South Carolina, a laundress, entered the 
City Hospital on Sept. 20, 1932, complaining of ulcers of the mouth and the groin 
of five months’ duration. The lesion of the mouth began as a painless sore on 
the inner wall of the right cheek. Two months later a painless ulcerating lesion 
developed in either groin and spread posteriorly along the perineum and along 








SOCIETY TRANSACTIONS 897 


the rectum. The patient says that she has no history of primary or secondary 
syphilis, although she has had two stillbirths. 

Examination showed a linear ulceration on the inner aspect of the right cheek 
extending from the hard palate to the right corner of the mouth, about 1% inches 
(3 cm.) wide, with rolled edges and a red granulating base. A similar condition 
involved the hard palate and the area between the left cheek and the left side of 
the jaw, and the entire soft palate extending onto the hard palate. The uvula was 
absent. Between the folds of the groin and the perineal regions and about the 
anus was a fanlike, sharply demarcated, elevated, irregular, granular, moist and 
bleeding surface. Some of the margins were rolled, and others on the right side 
were healed. Many islands of red granulation tissue were present. The liver 
was palpable below the costal margin. 

The urine was normal. The Wassermann reaction of the blood was 4 plus. 
The Wassermann reaction of the spinal fluid was negative. The blood count 
showed an 80 per cent concentration of hemoglobin, 4,850,000 red cells, 9,200 white 
cells, 72 per cent polymorphonuclears, 25 per cent lymphocytes and 2 per cent 
eosinophils. 

Smears taken from the mouth showed Donovan bodies, and those from the 
groin did not. 

The patient received one course of ten injections of neoarsphenamine and 
bismuth. She also had potassium iodide, 30 grains (2.15 Gm.) three times a day. 
The Wassermann reaction of the blood became negative. 

There has been no change in the buccal or inguinal lesions. 

The patient is presented to show granuloma inguinale of the mucous membranes 
of the oral cavity associated with the same condition of the groin. 


DISCUSSION 

Dr. A. BENSON CANNON: This is the second case which I have seen of 
granuloma inguinale with lesions in the mouth. We gave the patient antimony 
sodium thioglycollate and noted a remarkable improvement after the first injection. 

Dr. Howarp Fox: The presence of granuloma inguinale in the mouth is 
unusual, although a number of cases have been recorded. At the time of my 
report on the disease a few years ago, there were records of 150 cases seen in the 
United States. This did not, however, give an adequate idea of the prevalence 
of the disease, especially in the South. In my series there were 9 patients pre- 
senting extragenital lesions, although in each of these there were also lesions in 
the groin or in the neighborhood of the genitals. 


GUMMA OF THE ScALP (MULTIPLE). Presented by Dr. A. BENSON CANNON. 


T. B., a man, aged 69, Irish-American, a laborer, was admitted to the City 
Hospital on Feb. 29, 1933, for treatment of ulcers of the scalp and edema of 
the legs. Four nodules appeared on the scalp six months ago, and within twe 
weeks they broke down, leaving ulcers which have shown no tendency to heal. 
The lesions were painless and produced no discomfort. The patient states that he 
had a chancre about thirty years ago, which was followed in one week by a 
generalized eruption. He was given ointment to rub into the skin and drops to 
take by mouth. He has had no treatment since. 

Examination showed four ulcerating lesions on the scalp, one on the forehead 
and three on top, which varied in size from % to 1% inches (1.27 to 4.4 cm.) in 
diameter. They were oval, with beveled, red edges, and exposed the skull at the 
base. The one on the forehead was slightly red and bleeding at the margin. 
There was considerable edema of the left lower extremity with redness of the 
leg and some scarring over the anterior surface, probably from an old ulcer of 
the leg. 

The urine was normal. The Wassermann reaction of the blood was 4 plus. 

Treatment consisted of biweekly injections of luetin (0.5 cc., intracutaneously ) 
The patient received a total of eighteen injections. After the first. injection an 
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inflammatory reaction developed, surrounding ali the lesions, especially the one on 
the forehead, and rapid healing began. Within two weeks all the lesions were 
entirely healed except for a slight central crusting in the lesions on the forehead. 

A roentgenogram of the scalp showed an extensive, irregular area of lessened 
density measuring 3 cm. across. The same was true in the temple and occipital 
regions. 

The case is presented because of the unusual number of lesions and the exten- 
sive destruction of the soft parts, with exposure of the bone. It is also presented 
to illustrate the effects of treatment with organic luetin on the clinical course. 


DISCUSSION 

Dr. L. P. Barker: This is one of a series of six patients with gumma who 
were treated with organic luetin. The product used was prepared from the testes 
of rabbits infected with the Nichols strain of Spirochaeta pallida. From 0.3 to 
0.5 cc. was given intracutaneously twice a week. After the first injection, in the 
case presented, there was a marked inflammatory reaction about each lesion, fol- 
lowed by rapid healing. The lesions were practically healed after the third injec- 
tion. Four weeks later a gumma developed at the site of injection of luetin, but 
healed again within a week. 

The five other patients treated showed no improvement. 

Most of my work with organic luetin has dealt with the cutaneous reactions 
in syphilis. I have tested about 300 patients to date. I have found a positive 
reaction of the skin in 8 per cent of those with primary cases, in 30 per cent of 
those with secondary cases, in 67 per cent of those with gumma of the skin, in 
67 per cent of those with cardiac syphilis such as aneurysms and dilatation of the 
aorta, in 40 per cent of those with neurosyphilis and in 31 per cent of those with 
congenital syphilis. The patients with secondary cases showed a much higher 
percentage of positive reactions than those of most other observers, except Noguchi, 
who found 50 per cent of them positive; but he was working with cultures. 

Other observers have noted focal reactions following the injection of organic 
luetin. Planner observed a focal redness with an increase in the swelling and 
pain in cases of gumma. 

The colored girl presented tonight, with a gumma of the great toe, had a 
marked increase in pain and some increase in the size of the lesion following 
the first injection. The treatment was discontinued after the second injection, and 
mercury and iodides were given to relieve her symptoms. 

Dr. IstporRE Rosen: I think that the treatment with luetin in this patient 
should be discontinued. The area involved by the gummatous process is the skull, 
the outer table being already destroyed; and serious complications might arise 
if the destruction were permitted to extend to the inner table. The late Dr. 
Fordyce had in his collection two or three examples of gumma involving the 
skull which produced hemorrhage and death of the patient. I therefore suggest 
that this patient be treated with more active remedies for syphilis than luetin. 

Dr. A. BENSON CANNON: We have been aware of the rapid destruction of 
tissue in gummatous lesions involving the mucous membranes. I have observed 
the perforation of the hard palate and the destruction of the bridge of the nose 
within twenty-four hours ir cases in which no treatment is given. In the present 
case the process is limited to the skin of the scalp and the periosteum, and the 
lesions are perfectly visible, so that with careful observation we have felt that 
there was no danger of destruction of the bone. Besides, the improvement in the 
lesions following the first injection of organic luetin encouraged us to continue its 
administration. All that we can hope to accomplish by treatment of this patient 
is to arrest the process, a thing that we feel has already been accomplished. I 
do not believe that the bone will ever be covered with tissue, even though one 
might administer one of the heavy metals and arsphenamine over a long period 
of time. The only means I know of for covering the exposed bone is by plastic 
surgery. 
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LYMPHOBLASTOMA (7). Presented by Dr. A. BENSON CANNON. 


A. W., a woman, aged 49, a Russian, was readmitted to the City Hospital 
on March 6, 1933, because of a recurrence of generalized dermatitis. She had 
been admitted one year before with a universal erythematous, scaly and pruritic 
dermatitis with a few.areas of infiltration over the back varying in size from 
that of a pea to that of an almond, of eleven months’ duration. The rash had begun 
on the face, ears and neck, gradually becoming universal. She had had frequent 
attacks of asthma. On friction or scratching urticarial papules developed. 

A biopsy specimen taken before admission was said to have suggested the 
pathologic changes seen in mycosis fungoides. The patient was anemic (with a 
hemoglobin content of 60 per cent, 3,000,000 red blood cells and nonprotein nitrogen, 
28 mg.). The Wassermann reaction of the blood was negative. Roentgen examina- 
tion of the heart and lungs gave negative results. The urine was normal. The 
patient was given three transfusions of blood, treatment with generalized ultra- 
violet rays, typhoid vaccine intravenously, cod liver oil and various ointments 
locally. She gained 37 pounds (16.9 Kg.) and was practically well when discharged 
six months later. 

When admitted on March 6, 1933, she again presented a universal dermatitis 
similar to that of her first admission, except that there were numerous areas of 
lichenification varying in size from that of a pea to that of a twenty-five cent piece, 
which were probably the result of scratching. Biopsy of a specimen of the skin 
showed a chronic inflammation. 

The blood count showed a hemoglobin content of 80 per cent; red cells, 
3,200,000 ; white cells, 8,000; polymorphonuclears, 92 per cent; lymphocytes, 6 per 
cent, and mononuclears, 2 per cent. 

The patient was given calcium gluconate and peptone intravenously (twelve 
injections), typhoid vaccine intravenously (ten injections) and various ointments 
locally. She also received generalized ultraviolet therapy. There has been con- 
siderable improvement in her condition. 


The patient is presented to show universal dermatitis simulating early mycosis 


fungoides. 
DISCUSSION 


Dr. A. BENSON CANNON: The histologic examination of one of the lesions 
revealed a picture similar to that found in the premycotic stage of mycosis fungoides. 
The patient was anemic when seen at the City Hospital a year ago. At that 
time she was given three transfusions of blood and a diet high in calories. The 
blood count promptly came to normal. She gained 35 pounds (15.9 Kg.) and 
was discharged as cured. The patient is now shown with a perfectly normal skin, 
soft and velvet-like, although a few months ago she had a recurrence of the 
itching associated with asthmatic attacks, followed by a generalized eczematized 
condition of the skin without nodules. We have refrained from giving her roentgen 
treatment, feeling that as she responded to other forms of treatment in the begin- 
ing, we would try the same remedies. She is now anemic, but we have not given 
her a transfusion. She has received calcium and typhoid vaccine intravenously. 
Since March 6, the date of admission, the condition has improved remarkably; the 
skin over the trunk is almost nermal. I should like your opinion as to whether 
this is really a case of mycosis fungoides or some other member of the lympho- 
blastoma group, or just a simple allergic dermatitis. 

Dr. IstpoRE RoseEN: I am inclined to agree with the diagnosis of lympho- 
blastoma. The fact that the eruption did not improve or disappear on admission 
to the hospital would, in my opinion, speak against the diagnosis of an allergic 
dermatitis. The extreme itching without evidence of scratching is another point 
in favor of the former diagnosis. I have under observation a patient with an 
almost identical eruption, with paroxysmal attacks of unbearable pruritus, which 
are relieved the moment she removes her clothing and rests in bed, but which 
recur as soon as she rises and dresses. This case was proved to be mycosis 
fungoides by histologic examination. 
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Dr. HERMAN GoopMAN: Are we to believe that roentgen rays are no longer 
essential in the treatment of mycosis fungoides? 

Dr. SIGMUND POLLITzER: I scarcely venture to express an opinion in view 
of the fact that Dr. Cannon has had this patient under observation for a year or 
more, and is not sure of the diagnosis. The impression the case makes on me 
is that we are dealing ith a case of mycosis fungoides. I should not make that 
definite, but rather as a probable diagnosis. 


LYMPHANGITIS COMPLICATING TINEA (7). Presented by Dr. EUGENE F. TRAvs. 

K. C., a woman, aged 50, born in the United States, states that an eruption 
first appeared on the right palm six months ago. She was first seen at the 
Stuyvesant Square Hospital early in March, 1933. The eruption on the palm 
has not changed much in appearance, except that a few small fissures have healed. 
At no time have any vesicles or pustules been present. She was examined for ring- 
worm with negative results. Tests with trichophytin in dilutions ranging from 
1: 5,000 to 1: 20 were negative or only slightly positive. The Wassermann reaction 
was negative. 

The blood count showed a hemoglobin content of 86 per cent; red cells, 
3,700,000; white cells, 5,200; polymorphonuclears, 45 per cent; lymphocytes, 42 
per cent; monocytes, none; eosinophils, 11 per cent, and basophils, 2 per cent. 

The diagnostic tests with trichophytin were performed on March 10, 1933. 
On the following dates the patient received therapeutic injections of trichophytin: 
March 13, 1933, 1:20 (right arm); March 17, 1:20 (right arm); March 27, 1:20 
(right arm); March 31, 1:10 (left arm); April 5, 1:10 (left arm). 

On April 10, a lymphangitis appeared in the right arm near the axilla and 
spread downward toward the wrist. This definitely followed the last injection of 
trichophytin, although the preceding injections had been given into the right arm. 
On April 14 another injection of trichophytin in a dilution of 1: 10 was given in the 


left arm. On April 19 the lymphangitis was worse. On April 24 an injection 
of trichophytin was given, and on April 28 the lymphangitis was worse. 


DISCUSSION 

Dr. EuGENE Travus: Unfortunately, this is not a case in which the diagnosis 
of tinea is established. It is presented only because of the peculiar lymphangitis 
which appeared on the right arm and has remained for about three weeks. At 
no time has there been any apparent infection of the palm of the right hand, no 
vesicles or pustules and no pronounced inflammatory reaction. There have been 
a few tiny fissures, but none of these seemed to be infected. The lymphangitis 
was first noted well up in the axilla and has extended downward toward the fore- 
arm where it has persisted, as may be seen this evening. The lymphangitis was 
first noted after an injection of trichophytin which, however, was given in the left 
forearm. Whether there is a connection between the two, I am not certain, but 
there seems to have been a flare-up following each injection of trichophytin sub- 
sequent to the appearance of the lymphangitis. I have seen a number of cases in 
which a similar lymphangitis complicated a case of tinea, and I am anxious to 
know whether other members have had similar experiences. 

Dr. CHARLES WoLF: These patients are often treated for tinea for a long 
while. This case seems to be one of psoriasis. There are dry, erythematous, 
scaly, slightly infiltrated lesions, sharply circumscribed in the palm, and also similar 
patches on the lateral surfaces of the fingers and no history of vesiculation. | 
believe that this could be proved by biopsy to be a case of psoriasis. 

Dr. Louis Tutrean: I agree with Dr. Wolf. The eruption is dry, with no 
vesicles. One can scrape off the micaceous scales. The patient says that it scales 
continuously. There is no pitting of the nails. The lymphangitis might have been 
due to fissuring with some infection, as frequently happens with lesions on the 
feet on which there is cracking of the webs of the toes. Frequently, lymphangitis 
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will start some distance above the focus of infection, owing to the fact that the 
infection enters the deep lymphatics. This patient also gave a history of having 
had tender nodes in the axilla, which would accompany an infection along the 
arm. These cases usually end in solid edema, provided these are recurrent attacks. 


Dr. Oscar L. Levin: As for the occurrence of lymphangitis with tinea 
infections, I believe it is common knowledge that lymphangitis and lymphadenitis 
are fairly common complications of tinea infections. There are also cases of 
chronic lymphangitis, as, for example, chronic edema in one or both legs. I have 
in mind a patieat with a marked swelling of both legs which was due to chronic 
edema and which disappeared completely after the ringworm infection of the 
feet was cured. 

Dr. Istmpore Rosen: A diagnosis of psorias must be considered. The 
lymphangitis in this instance is probably due to the injection of trichophytin. 
There are certain patients who react strongly to all types of vaccines. 

Dr. Louis CHARGIN: Psoriasis of the hands is not uncommon, and in spite 
of psoriatic fissures, I have never seen a complicating lymphangitis. On the 
other hand, dermatophytosis in this location is at times associated with lymphangitis. 
These facts speak in favor of the diagnosis of dermatophytosis in this case. 

Dr. EuGENE F. Traus: As I stated before, we have not established the 
diagnosis of tinea in this case. When I first saw the patient I doubted whether 
the eruption on the palm was related to tinea. Microscopically, we were unable 
to find either mycelium or spores. The tests with trichophytin were only weakly 
positive, and anything short of a strong positive I consider doubtful. On the 
other hand, I do not believe that the eruption suggests psoriasis, nor is there con- 
firmatory evidence elsewhere on the patient’s skin for such a diagnosis. The 
patient gave no history to substantiate such an idea. The only alternative diag- 
nosis that I should consider would be an erythematosquamous eczema which, 
because of its location on the palm, shows an unusual amount of thickening. 


Mycosis FuncorpeEs. Presented by Dr. A. BENSON CANNON. 


M. S., a white woman, aged 64, Irish-American, states that the condition 
began in February, 1930, as circles and semicircles ranging in size from that of 
a ten cent piece to that of a half dollar, located on the abdomen. They increased 
in size and number very slowly. They did not itch for one year. The condition 
then began to progress until the face and body were covered. In April, 1931, she 
began taking potassium iodide, 15 drops, three times a day. Large pustules formed 
on the face, and the treatment was discontinued. During the summer of 1931, 
the sunshine produced an improvement, especially of the condition of the face, but 
since October, 1932, the condition has been very bad, involving parts of the entire 
body, including the scalp, palms and soles. Four months ago a lump appeared 
between the eyebrows and increased in size until, at the time of admission, it was 
the size of an English walnut. The glands in the axillae, groins, back of the 
knees and on the back of the neck had been enlarged for one year. They became 
larger and smaller at intervals, and at times there was a little fever. The itching 
was almost unbearable. 

Examination showed a well developed and well nourished woman with a worried, 
distressed expression, restless and constantly scratching. The skin was universally 
thickened, red and scaly, with infiltrated, raised plaques ranging in size from 
that of a pea to that of a palm. Between the eyebrows was a red nodule almost 
the size of an English walnut, firm and movable with the skin, but not tender. 
The feet and ankles were a little swollen. All of the superficial glands were 
enlarged. Those in the inguinal regions and the right posterior cervical glands 
were the size of an English walnut and larger. The liver and spleen were not felt. 
The blood pressure was 165 systolic and 98 diastolic. The heart was enlarged, the 
second aortic sound being greater than the second pulmonic sound and accentuated. 
There were no murmurs or irregularities. The pupils were equal and reacted well 
to light and in accommodation. All deep reflexes were active and equal on both 
sides. 
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The patient received three fourths of an erythema dose of unfiltered roentgen 
rays over the entire body and one half of an erythema dose on the scalp. This 
was given about three weeks ago, and there has been a remarkable improvement 
in the condition. The patient received four injections of old arsphenamine, a 
total of 0.7 Gm. 

A test for arsenic in the blood showed 0.53 mg. per hundred cubic centimeters 
of dry specimen. 

The patient is shown to illustrate the difficulty of making a diagnosis of 
mycosis fungoides in the early stage of the disease. The case was seen and studied 
at several dermatologic clinics and presented before one dermatologic society, and, 
according to the history of the patient, the diagnosis was variously made of 
pityriasis rosea, parapsoriasis and eczema. Sections of the skin, taken at two 
different clinics, were said to have shown no evidence of mycosis fungoides. 


DISCUSSION 


Dr. A. BENSON CANNON: Mycosis fungoides was considered as a possible 
diagnosis at two clinics, but it was ruled out because the laboratory report of 
the tissue removed from the skin revealed a simple inflammation, namely, eczema. 
The patient receiver’ about forty roentgen treatments, large quantities of arsenic 
by mouth and various antipruritic remedies, without permanent relief. Because 
of the absence of any evidence of systemic disease under careful physical examina- 
tion (including roentgen examination of the mediastinal glands and the normal 
blood count) and the absence of enlargement of the liver or spleen, we concluded 
that the patient was suffering from mycosis fungoides. The large tumor the size 
of an English walnut between the eyebrows was removed, and the pathologic 
report confirmed our suspicion of mycosis fungoides. We have just completed a 
course of roentgen therapy. We can see the remarkable improvement in the 
appearance of the patient’s skin at the present time, as compared with the photo- 
graphs presented with the patient. Our purpose in exhibiting the patient is to 
illustrate the difficulty we all have in making a diagnosis of mycosis fungoides 
in the early stages of the disease and also to show the beneficial effects to be 
derived from using comparatively large doses of roentgen rays (three quarters of 
an erythema dose) instead of the small doses (one quarter of an erythema dose) 
which she had previously received. Only the tumor between the eyebrows failed 
to respond to the three quarters of a unit dose and required one and one-fourth 
units before it melted away. We also administered small weekly injections of 
arsphenamine intravenously. 

Dr. CHARLES WotF: In many cases the skin of mycosis fungoides in the 
prefungoid stage is shiny and glazed. The itching is intense, without showing 
excoriations commonly seen in neurodermatitis; the latter might be considered a 
differential point. Large doses of roentgen rays are preferable to fractional doses. 
My custom is to give an erythema dose filtered with 3 mm. of aluminum to each 
area. The response is prompt, and one does not have to repeat the treatment in 
that particular area for a long while. We have patients in the hospital presenting 
large tumors, which have melted away under one unit of roentgen ray. It is 
surprising to see the duration of freedom from itching after large doses. 

Dr. Howarp Fox: I should like to hear from the Chairman regarding the 
experience of the late Dr. Fordyce in treating mycosis fungoides by a combination 
of roentgen rays and arsphenamine. As I recall it, Dr. Fordyce obtained some 
favorable results by this procedure. 

Dr. A. Bexson CANNON: We had one patient who had as many as 30) 
tumors of mycosis fungoides, some as large around as a saucer, involving the 
entire breast. She was treated with three-quarter and two erythema doses 0! 
intervals. We found by experience that the tumors would flare up with smaller 
doses of roentgen rays and increase very rapidly in size, but when each tumor was 
given a massive dose they invariably melted away rapidly. Much to our surpris 
roentgen rays unfiltered, followed by small doses of arsphenamine given at weekly 
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this woman made a complete recovery, gained about 40 pounds (18.1 Kg.) and is 
still well, although it has been about ten years since her last treatment. I believe 
that Dr. Fordyce thought that treatment with roentgen rays, followed with arsenic 
in the form of arsphenamine, gave the best results in the treatment of mycosis 
fungoides. 

Dr. EuGENE F. Traus: About eight years ago a patient was referred to me 
whose condition was diagnosed as mycosis fungoides by Dr. Fordyce and sub- 
stantiated microscopically by Dr. Satenstein. The patient had received large 
doses of arsenic and roentgen rays, and when I first saw him it was no longer 
possible to make a diagnosis of mycosis fungoides, the picture suggesting an 
exfoliating dermatitis from arsenic. I treated him for the exfoliating dermatitis, 
which cleared up very slowly, but which, when once entirely cured, has not 
returned to the present time. It is probably fair to assume that Dr. Fordyce’s 
diagnosis with the microscopic changes were correct, and that this represents a 
case of mycosis fungoides which has at least been arrested if not cured by the 
use of the roentgen rays and arsenic. 

Dr. HERMANN GOLDENBERG: Professor Herxheimer made the statement to 
me that the combination of intravenous injections of arsenic together with treat- 
ment with roentgen rays was an infallible cure for mycosis fungoides, at least 
temporarily. 


KERATODEMIES Punctrukes (MANTOUX): KERATODERMIA DissEMINATA Pat- 
MARIS ET PLANTARIS (BUSCHKE AND FISCHER). Presented by Dr. HERMANN 
FEIT. 

H. O., a woman, aged 33, born in Norway, a physical therapeutist, a resident of 
the United States for five years, had always been in good health. She noticed 
an eruption about one year ago. There has been no sensation connected with the 
eruption. Disseminated over the palms and soles are multiple, small, miliary, 


keratotic papules which are hard and translucent. In some places these papules 
are replaced by fine depressions. The newly developed papules have the size 
and appearance of sago grains. This eruption, according to Darier, has the char- 
acter of a nevus. The results of the examination of the blood for arsenic have 
not been reported. The biopsy report has not been received. 


LICHEN PLANUS ATROPHICUS AND LICHEN PLANUS IN A Scar. Presented by 
Dr. Oscar L. Levin and Dr. S. H. StLvers (by invitation). 


J. T., a man, aged 54, noticed flat lesions on the ankles about three months 
ago. Since that time the lesions have appeared over the entire body. They are 
itchy, and consist of discrete and confluent patches varying in size from that of 
a pea to that of a dollar. In many places the patches form ringlike lesions, with 
pigmentation and atrophy in the center. The lesions consist of flat, violaceous 
papules with fine scales. The distribution resembles that of pityriasis rosea. On 
the left side of the patient’s back is a large scar, resulting from a burn, that has 
several lesions on it. On both thighs are atrophic areas with pigmentation in 
the center of the lesions. 


Lupus VutGaRis. Presented by Dr. Oscar L. LEvin and Dr. S. H. SILVERS 

(by invitation). 

H. S., a woman, aged 68, white, was admitted to the Sea View Hospital with 
a condition diagnosed as chronic pulmonary tuberculosis and lesions of the skin, 
of many years’ duration. She has been troubled with varicose veins for ten years 
and has had treatment by injection. She has had tuberculosis of the lungs for 
fifteen years or more. The lesions of the face were first noticed about six years 
ago. The lesions appeared on the right side of the face and neck. The patient’s 
neck shows an irresular scar, resulting from the removal of the glands. On the 
cheek is an infiltrated lesion, 344 by 1 inch (1.90 by 2.5 cm.), which is red and 


+ 
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slightly edematous, the center of which is covered with a firm crust the size of 
a pea. The right lower part and side of the ear show scars and atrophy. The 
lobe of the ear is red, infiltrated, edematous and covered with scales and crusts. 
There are also numerous scars, scales and crusts on both legs. The lower third 
of the left leg shows atrophy, redness and scaling and crusting. There is n 
open lesion, but there is irregular pigmentation on both legs. The patient reports 
that she had an operation on both legs twelve years ago. 

Examination of the lungs showed a chronic productive tuberculosis of the apex 
of the left lung. The sputum test and the Wassermann reaction proved negative. 
Examination of the urine “showed evidence of mild nephritis. A study of the 
histology of the lesions of the leg revealed no change in the epidermis. The 
derma was thickened and contained many large aggregations of round cells, 
vascularized by many capillaries. There was no endothelial proliferation, no 
necrosis or giant cells and no tubercle formation. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. A. BENSON 

CANNON. 

P. G., a man, aged 60, a porter, was admitted to the City Hospital on April 24, 
1933. He states that sixteen years ago he noticed several white, scaling, nonitchy 
patches on the back of the left hand. He then noted dryness and scaling of both 
elbows followed by a gradual thinning and bluish discoloration of the hands and 
forearms. Four years after the onset on the hands, a similar condition appeared 
on the feet. For ten years the skin of the palmar surface has been thickened. 
dry and scaly. 

Examination showed the skin on both hands and forearms, to about 2 inches 
(5 cm.) above the elbows, to be atrophic, cyanotic and dry, with some scaling. 
The veins were readily visible, as if seen through tissue paper. The skin was 
very lax over the extensor surfaces of all joints. This condition ended abruptly 


at the palmar surface of the hand, where the skin was decidedly thickened, dry, 
fissured and scaly. In several of the flexures the fissures revealed a slight hemor- 
rhage. The lower extremities and the lower half of the trunk showed a similar 
condition of atrophy, cyanosis and laxity of the skin. The soles were covered 
with normal-appearing skin. Over the extensor surfaces of the extremities were 
several small, circumscribed, slightly depressed, white patches about 3 cm. in 
diameter which invaginated and admitted the tip of the little finger. 
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Funcus INFECTION WITH INVOLVEMENT OF THE BONE. Presented by Dr. H. 
SUTHERLAND CAMPBELI 


Mr. H. F., aged 26, complained of multiple ulcerated lesions of the head and 
legs. The lesions on the legs have been present for fourteen years, while that 
on the scalp has existed for five years. No history of injury was obtained, nor 
were there any subjective symptoms. Some of the lesions on the legs have healed, 
but that on the scalp has never completely healed, there being periods of alternate 
healing and breaking down. 
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On the left temple is a small ulceration which at times manifests itself by 
proliferating granulomatous tissue; at other times it is covered with a crust. 
There is a constant tendency toward healing, only to be followed by a tense, 
painful swelling, which rapidly breaks down and discharges seropurulent material. 
There are massive scars over the spine, both ankles and arms and the right hand, 
the forefinger of which shows a destructive contraction. Roentgenograms revealed 
changes in the bone underlying these scarred areas. The roentgenogram of the 
skull was particularly interesting for it showed a large, sharply defined, bony 
defect the size of a pea, involving both the inner and the outer table of the skull. 
Two roentgenologists made a diagnosis of “bullet wound of the skull” from the 
roentgen plates. 

Numerous smears were negative, as was the Wassermann reaction of the blood. 
Microscopic sections revealed only granulomatous changes. From cleansed pieces 
of tissue, two fungi were isolated, one apparently a saprophyte. A mouse was 
inoculated with a “white” fungus obtained, with the production of an abscess in 
the groin, in smears from which yeast forms could be seen. No organism could 
be recovered on subcultures. Several more mice and rats have been inoculated 
recently. 

DISCUSSION 

Dr. H. SUTHERLAND CAMPBELL: Two new nodules formed subcutaneously 
while the patient was receiving sodium iodide therapy. They did not break down, 
but involuted rapidly and in three or four days disappeared. There has been no 
great change in the lesion on the side of the head, which has continued to heal, 
only to break down again later. The swelling and tenderness, however, have 
disappeared, and there is much less discharge. In roentgenograms taken after six 
or eight weeks there is a sharper outline in the skull along the margins of the 
perforation, which the roentgenologists say is an indication of attempted healing. 
The hole will probably persist, unless spicules of bone are implanted so as to form 
a bridge for the periosteum to grow over. 


Funcus INFEcTION. Presented by Dr. H. SUTHERLAND CAMPBELL. 

Mrs. F. F. P., aged 39, complained of multiple scars and ulcerations of the 
skin, of ten years’ duration. The primary lesions began as small subcutaneous 
nodules, which were slightly painful. These lesions broke down and discharged, 
and healing followed. Other lesions, however, continued to appear elsewhere and 
go through the same cycle. Examination disclosed discrete, erythematous, nodular, 
ulcerative lesions and healed scars, distributed only over the thighs and legs. 
Microscopic sections were granulomatous. Scrapings and smears on Sabouraud’s 
medium were negative. Pieces of tissue cleansed and planted on the same medium 
gave a mixed culture in two of five tubes inoculated. From this mixed culture 
three séparate fungus organisms have been recovered, and studies are being made 
to determine their pathogenicity. The condition of the patient is improving 


rapidly with the administration of iodide intravenously. 


DISCUSSION 


Dr. H. SUTHERLAND CAMPBELL: These lesions are clinically indistinguishable 
from a nodular tertiary syphilid. In fact, it was so diagnosed by myself and two 
other persons. The patient’s history indicates that she has been given antisyphilitic 
therapy at intervals over a long period without apparent healing while under 
treatment. This is difficult to understand as I still believe that the therapeutic 
test is the most absolute in the case of syphilis. She has had this condition for 
ten years, and was told by a dermatologist some time ago not to have a specimen 
taken for biopsy as it would aggravate the condition. Consequently, it took me 
a long time to persuade her to have the specimen taken for biopsy. We finally 
obtained a specimen, and from the tissue planted on Sabouraud’s medium obtained 
mixed cultures from which three separate fungi were isolated. As this phe- 
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nomenon has occurred to me rather frequently of late, I put it down to faulty 
technic, and, imagining the laboratory air to be polluted, took the case to a 
different place to make further plantings, employing every precaution against 
contamination, but with the same results. As this procedure has obtained in several 
other instances, I am fully persuaded that some of the so-called contaminants in 
these cases are not contaminants but are present either in symbiosis or, as in the 
plant world, “following infestations,” gaining their respective footholds only after 
the soil has become modified by the essential fungus. 

Dr. STANLEY O. CHAMBERS: Actinomycosis would be my diagnosis. There 
is a similarity often seen between late syphilids and actinomycosis. 

Dr. SAMUEL Ayres, JrR.: How much antisyphilitic therapy had the patient 
received previously ? 

Dr. H. SUTHERLAND CAMPBELL: We made many direct smears, but there 
were no positive findings. Her history indicates that she has had antisyphilitic 
therapy on several occasions during the past ten years. More recently she has 
had a few weeks of therapy at a downtown clinic, first, injections into the veins 
and then into the hips. She received only two intravenous injections, because 
they made her “very sick.” She has been told on several occasions that she has 
syphilis, and each time has been given therapy with no change in the lesions. The 
result is that she eventually left the clinics feeling somewhat hopeless. 

Dr. SAMUEL AyrREs, JR.: How long has she taken iodides? 

Dr. H. SUTHERLAND CAMPBELL: Three weeks. 

Dr. SAMUEL Ayres, JR.: I should suggest another check of the blood after 
provocative stimulation. I cannot get away from the appearance of syphilis in 
the superficial scars on the thighs and the peripheral activity. 

Dr. H. SuTHERLAND CAMPBELL: The scars on the thighs impressed me as 
being the biggest argument against syphilis, for within the discolored area there 


are three or four sharply demarcated, deep, white scars, which are rather foreign 
to the usual scarring one finds in syphilis. 


Dr. STANLEY O. CHAMBERS: Were microscopic sections made from the biopsy 
specimen ? 

Dr. H. SuTHERLAND CAMPBELL: Sections were made for histopathologic 
examination, and others were stained for fungi. The former manifested, in the 
main, a somewhat typical granulomatous structure. Those stained for fungi were 
all negative. I may add that I gave the patient bismuth at the onset, as I felt 
that there was something suggestive about the lesion on the thigh, but there was 
no resultant healing. On the contrary, forty-eight hours after the patient received 
an intravenous injection of sodium iodide the lesion from which a specimen was 
taken for biopsy was almost healed, and the ulceration itself was vastly improved. 


Kaposi's HEMORRHAGIC SARCOMA. Presented by Dr. SAMUEL AyREs, JR. 


Mr. B. B., aged 65, a tinner, born in Russia, has an eruption on the hands 
and feet of a year’s duration. This condition first manifested itself on the feet 
and later on the hands. About a year and a half ago his feet perspired excessively, 
especially at night, and the patient used to rub them. After the hyperhidrosis 
stopped, the lesions appeared. He has had some treatment with radium for the 
lesions on the feet, and recently roentgen radiation has been applied to some of 
the lesions, but without apparent change. A biopsy was made, and half of the 
lesion was ground up in physiologic solution of sodium chloride and passed through 
a porcelain filter. The filtrate was reinjected one week ago, in amounts of 
0.3 ce., into each of three areas on the upper part of the arm. The histologic 
section revealed a new formation and dilatation of the capillaries, with a marked 
endothelial proliferation. New connective tissue, together with free blood cells, 
and considerable pigment are present. There is a rather marked round cell 
infiltrate about the blood vessels. 
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Examination disclosed typical slate blue to purple nodules and tumors involving 
the toes, feet, ankles, the palm of the left hand and the back of the right hand. 
A small nodule the size of a pea was present on the right cheek. Some of the 
lesions had a warty, verrucous appearance, particularly those on the toes and 
on the sides of the feet. 

DISCUSSION 

Dr. SAMUEL AyREs, JR.: It does not seem to be definitely established whether 
this is a true malignant condition or an infectious granuloma. I tried auto- 
inoculation by filtrates obtained from excised tissue. The patient was inoculated 
a week ago, and it is too soon to expect any results, but we are watching. We 
have jus. begun roentgen therapy, which I presume is about the only thing that 
will produce any benefit, and that will probably be only temporary. 

Dr. Irvinc O. BAancrort: I presented this man about a year ago. At that 
time I used radium to treat one lesion on the foot, which has entirely disappeared 
except for a slight rim around it. 

Dr. KENDALL P. Frost: As a matter of terminology, I believe that this case 
should have been presented as one of multiple pigmented hemorrhagic sarcoma 
(Kaposi). In regard to treatment, while the roentgen rays may influence the lesion 
somewhat, I do not believe that the ultimate course of the disease will be changed. 
The patient with this disorder whose case I reported in 1921 had lesions localized 
on the hands and the lower parts of the legs for several years, but ultimately 
succumbed to the disorder. Dr. Ormsby, under whose care he was, reported to 
me that autopsy showed multiple lesions throughout the gastro-intestinal tract. 


PEMPHIGUS VULGARIS AND FoLiaceus. Presented by Dr. STANLEY O. CHAMBERS. 


Mr. L., a white man, aged 28, born in Rhode Island, has been troubled 
with an eruption on the skin since 1928. At that time an eruption characterized 
by the formation of blebs on the flexor surfaces of the forearms occurred. Blebs 


gradually appeared elsewhere on the body, but at no time was there any involve- 
ment of the mucous membranes. The patient was first seen on Sept. 20, 1932. 
The Sulzberger-Wise treatment for pemphigus was instituted, which caused 
temporary improvement. 

On examination, the patient presented numerous bullous lesions distributed 
over the trunk, extremities, face, neck and scalp. These lesions were in all stages 
of evolution. Of particular interest was the presence of a seborrheic dermatitis 
involving the scalp, face and ears. The lesions of seborrheic dermatitis were 
patchy and well marginated and appeared to be slightly indolent. There were no 
dilated follicular orifices, atrophy or telangiectasia. 


DISCUSSION 


Dr. NELSON P. ANDERSON: I think that this case belongs to the Senear- 
Usher type of pemphigus, as the patient presents evidence of a lupus erythematosus- 
like eruption on the face and a seborrheic dermatitis on the chest. I should like 
to see him treated with a gold preparation. There seems to be some discussion 
as to whether this group of cases belongs to the Senear-Usher type of pemphigus, 
or whether some of them are lupus erythematosus, the latter opinion being held 
by Wise. 

Dr. CuHaRLEs R. Caskey: Dr. Scholtz had a similar case, not quite so severe, 
in which a gold preparation was given for a considerable period without any 
improvement. 

Dr. SAMUEL Ayres, JR.: I believe that this case has some of the aspects 
of lupus erythematosus, especially in view of the fact that the lesions about the 
face have never cleared up. They certainly have a seborrheic feeling and a 
definite stippling, and there is a dilatation of the seborrheic orifices. I agree 
with Dr. Anderson and suggest the use of a gold preparation. I saw a case 
of the Senear-Usher type some months ago. It began as a typical dermatitis 
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herpetiformis and then switched over to the “enear-Usher type of pemphigus 
with warty seborrheic plaques on the back and chest. Now typical pemphigus 
vulgaris has developed with a definite Nikolsky sign. We have just started treat- 
ment with a gold preparation. 

Dr. H. C. L. Linpsay: I have been using a solution of gold tribromide 
recently, administering it orally. Two cases of lupus erythematosus have cleared 
up with that treatment. This remedy has been used for psoriasis by Dr. Noxon 
Toomey, without any untoward effects from its use. If it will relieve the condi- 
tion by oral administration, then it will be a boon. 


A Case For DiacGnosis. Presented by Dr. STANLEY O. CHAMBERS. 


Mr. C., a Filipino, single, aged 35, has been in California since 1920, and in 
Los Angeles for the past five years. About July, 1931, an indolent, subcutaneous 
nodule appeared on the right side of the neck. This nodule broke down two 
months later. Three months thereafter, a papular eruption developed, distributed 
over the extremities, particularly on the flexor surfaces. Later, similar lesions 
appeared on the trunk, particularly on the back. All of the lesions have been 
asymptomatic. In November, 1931, a penile lesion with associated lymphadenitis 
developed. The Wassermann reaction was 4 plus. The patient received about 
seven injections of neoarsphenamine and twenty injections of bismuth during 1932. 

The urine, blood and spinal fluid were normal. A roentgenogram of the chest 
revealed pulmonary fibrosis, but no demonstrable tuberculosis. Inoculation of a 
guinea-pig with material from a cervical lymph gland gave negative results. 
The patient presents a considerable number of papulonodules on the extremities, 
particularly on the flexor surfaces. These lesions vary from 2 mm. to 0.5 cm. in 
size, and are well elevated above the surface of the skin. There is no inflammatory 
element. A few similar lesions can be noted on the sides of the trunk. In many 
of the older lesions a central atrophic depression is present. There is no pain 


or tenderness on pressure, nor is any central necrosis present. The lesions are 
firm and are not fixed to the subcutaneous tissue. In color they exhibit a light 
to a moderate brown. 


DISCUSSION 

Dr. STANLEY O. CHAMBERS: This case is presented for diagnosis. Two or 
three interesting points are raised. The patient has been adequately treated for 
syphilis, without any influence on the cutaneous picture. Two pieces of tissue 
were removed and examined microscopically. The histopathologic picture in both 
instances was that of fibroma. We are interested chiefly in the possibility of 
sarcoid. The histologic picture of fibroma does not necessarily eliminate the 
possibility of late sarcoid. 

Dr. Curis HALLoRAN: Clinically, I think that one has to entertain the 
possibility of papulonecrotic tuberculid. 

Dr. SAMUEL AyREs, JR.: My feeling is that it is a tuberculid. On healing, 
the lesions have necrotic pits, although I did not see any lesions undergoing 
necrosis. Another possibility is that of leiomyoma. 

Dr. NELSON P. ANDERSON: The section shown seems to be fairly typical of 
neurofibroma. There are whiris and interlacing strands of fibrous tissue. Since 
hearing Dr. Ayres suggest leiomyoma, I think that it might be well to have 
special stains made to see whether smooth muscle fibers are present. 

Dr. H. SUTHERLAND CAMPBELL: I think of sarcoids and acne necrotica as 
falling into the same common group, viz., tuberculids. There are forms that give 
somewhat hybrid pictures, and this probably falls into that classification. The 
dominant feature to me is the finding of certain lesions with definite small, rounded, 
depressed scars having blackish margins. 

Dr. Stantey O. CHAMBERS: Clinically, the condition is not unlike lichen 
planus. I was not entertaining the possibility of a papulonecrotic tuberculid in 
the absence of a necrotic papule. The lesion seems to produce atrophy without 
apparent necrosis. 





SOCIETY TRANSACTIONS 
L. F. X. WitHExtM, M.D., Secretary 
Regular Monthly Meeting, April 11, 1933 


SAMUEL AyREs, JR., M.D., in the Chair 


ARSENICAL PIGMENTATION. Presented by Dr. IRvinc R. BANCROFT. 


In August, 1932, while receiving treatments of neoarsphenamine and mercury, 
having had twelve injections of each, a generalized dermatitis developed, with 
subsequent exfoliation. As peeling ceased, the present pigmented macular rash 
came on gradually. At present, there is a generalized, oval-shaped, pigmented 
rash over the whole body, except on the face and the feet, with very few on the 
chest. As a rule, these are oval and follow the cleavage lines of the body. 


DISCUSSION 

Dr. KENDAL Frost: The eruption is very interesting. In view of the definite 
ring formation and the presence on the glans penis of three small erythematous, 
shiny papules, it seems feasible to consider at least the possibility of its being 
lichen planus or one of the arsphenamine eruptions of the lichen planus type. 

Dr. Moses Scuoitz: I do not think that this patient presents the usual 
picture of arsenical pigmentation. The lesions, in this case, are irregular and 
arciform; there is no suggestion of superficial atrophy or scarring, and they show 
a definite predilection for the upper and lower extremities. I believe that the 
pigmentation in this case is subsequent to the healed lesions of secondary syphilis. 
Besides, arsphenamine, which is the only drug used in treating the patient, is not 
as likely to leave pigmentation as is solution of potassium arsenite. 

Dr. SAMUEL AyREs, JR.: The condition impresses me as a fixed pigmentation, 
and it would not surprise me to see some atrophy in these lesions. In fact, some 
of them look atrophic now. 


ERYTHEMA MULTIFORME (BACTERIAL). Presented by Dr. SAMUEL AyREs, JR. 


J. W. L., aged 28, has had the present eruption on the palmar surface of the 
hands for five days. The past history discloses that fifteen or twerity years ago, 
while he was living in Phoenix, Ariz., an eruption would occur on the backs 
of the hands and face (nose) whenever he was exposed to sunlight for any period 
of time, e. g., more than one hour. The present scarring of the nose dates from 
that time. Even now, he realizes that he is very sensitive to sunshine and avoids 
it as much as possible. This past winter he has had a continuous cold. A severe 
catarrhal process of the nose and head has long been present. He had an attack 
of pleurisy two weeks ago which lasted for three or four days. The deformity 
of the right hand is due to the destruction of the extensor tendons by a roentgen 
burn fifteen years ago. Last Thursday, the patient first noted a redness of the 
palms which was followed shortly by swelling and edema. Marked burning was 
present. 

Examination showed that the greater part of each palmar surface was involved, 
but particularly the thenar and hypothenar areas, which were purplish red and 
swollen and quite warm. There were many small nodular lesions the size of a 
split pea interspersed in the large plaquelike areas. The bulbar portion of the nose 
revealed the atrophy and scarring which might come from lupus erythematosus. 


DISCUSSION 
Dr. Wi1LLt1AmM H. GoECKERMAN: I think that this is an unusually interesting 
case, particularly from the standpoint of speculation. There can be no doubt that 
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the patient is sensitive to light. According to the history, he has been sensitive 
to light since he was 21 years of age. Morphologically, the eruption is now an 
erythema multiforme. With this combination one wonders how to fit the whole 
combination into one dermatosis. I raise the question: Is the sensitiveness to 
light possibly caused by a lupus erythematosus of the so-called erythema multi- 
forme type? I should not like to favor the idea. There is nothing now charac- 
teristic of lupus erythematosus, unless we assume that erythema multiforme may 
be a manifestation of the virus that usually produces lupus erythematosus, which 
I am not inclined to do, because histologically we can differentiate between them. 
Hydroa vacciniforme could readily produce this amount of scarring. That, again, 
would not fit in with the appearance of the lesions late in 1tife. The combination 
offers an interesting case. It may be necessary to assume two distinct diagnoses. 
I suggest an examination for hematoporphyrinuria, to see whether he might have 
that type of photosensitization. The photosensitiveness and the scarring are too 
definite and pronounced to explain on the basis of a phenolphthalein eruption. 

Dr. KeENpAL Frost: There is something about the acuity and severity of 
the eruption that makes me feel that there is a likelihood of its being a drug 
eruption. He is taking Currier’s tablets, and I do not know whether they contain 
phenolphthalein. 

Dr. SAMUEL Ayres, JR.: I do not recall seeing a case of hydroa aestivale 
in the twelve years that I have been in Los Angeles. I used to see cases not 
infrequently in the East. I see a good many cases of sensit veness to light, but 
I have not seen a case of hydroa aestivale. 


A Case For D1acGnosis. Presented by Dr. KENDALL Frost and Dr. Saut S. 

ROBINSON. 

A woman, aged 20, presents multiple lesions of the legs. A discoloration 
began around the ankles and spread gradually, until it now involves the whole 
surface of the legs up to the hips. Two and a half years ago she had an ulcer 
on the ankle and another one about a year later. She thinks that one is developing 
at the present time. The ulcers appeared spontaneously, without trauma. At 
present, she presents chiefly over the anterior surface of both legs up to the upper 
part of the thighs, fawn-colored, follicular lesions the size of a split pea, which 
are somewhat scaling. Over the right anterior malleolus is an inflammatory 
nodule, the size of a small pea. Biopsies have been made and will be reported 
on at the next meeting. 

Dr. Moses Scuortz: I have been watching this patient for many months. 
She presented a mixed picture of cutis marmorata and poor peripheral circulation, 
multiple papular and follicular inflammatory lesions and several papulonecrotic 
lesions, two of which, at the ankles, formed small sluggish ulcers. Under a 
general tonic regimen, ultraviolet irradiation and injections of gold preparations, 
the ulcers healed over. I consider them papulonecrotic tuberculids, but I am 
at a loss to classify or to account for the recurrent papular rash, unless it is a 
toxic eruption of undetermined etiology. 

Dr. CHARLES CASKEY: This condition is in the purpuric group, probably 
toxic. At one time the patient’s pulse rate was 112 and the temperature, 99.8 F. 
The diet was evidently deficient at times, caused by attempts to reduce weight. 
She had some glandular dysfunctions, as evidenced by overweight and amenorrhea. 

Dr. IRvinc R. Bancrort: It seems to me that in this case there is an 
abnormal imbalance of the sympathetic nervous system, and that the lesions are 
caused by the action of this imbalance on the circulation. 

Dr. KENDAL Frost: At the clinic session of the International Conference at 
Copenhagen, a group of sarcoids was presented. There were many cases the 
pictures of which are totally unfamiliar to us in this country. The lesions in 
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this case show resemblance to a group of these cases of sarcoid, which presented 
tiny superficial papules. The results of biopsy will be given at the next meeting. 


Dr. Witt1AmM H. GoEcKERMAN: I think that the case is interesting. As it 
was discussed I wondered whether those who observed the case had seen any 
lesions typical of erythema induratum. I have had the opportunity to see a 
number of cases in which purpuric spots and brownish, minute papules, not 
typically papulonecrotic in character, were associated with pronounced scarring 
following typical infiltrations of erythema induratum. My opinion is that it 
represents essentially what I believe Dr. Scholtz had in mind. 

Dr. SAMUEL AyREs, JR.: Without pinning a name on the condition, it looks 
like a toxic telangiectasia. Certainly, when the erythema is pressed out around 
the nodules a definite telangiectasia remains, sometimes in almost a ring form, 
and there is a purpuric element also. The patiert says that the outbreak around 
the knees appeared only the other day following a gastro-intestinal upset. 

SuBSEQUENT Note.—Biopsy showed a rather .marked cellular infiltrate in 
masses, both in the corium and in the subcutaneous tissue. This infiltrate was 
made up of connective tissue cells, epithelioid cells and occasionally a round cell. 
The diagnosis was believed to be sarcoid. 


Lupus ERYTHEMATOSUS (USHER-SENEAR TYPE) ASSOCIATED WITH UNUSUAL 

CoMPLICATIONS. Presented by Dr. Harry P. JAcoBson. 

A man, 41 years old, was seen four weeks ago for an eruption of the skin 
involving especially the face, but also other parts of the body and associated with 
various other complaints referable to the neuromuscular system. 

The onset of the present illness had its inception about five months ago and 
followed the pricking of the middle finger of his right hand with a pin, while at 
work. About twenty-four hours after the injury, the finger swelled, became 
inflamed and necessitated his calling a physician, who incised the swollen part and 
instituted drainage. Soon thereafter (several days), the right hand began to feel 
numb and painful, and in a few days the numbness and pain extended to the 
other extremities of the body. In the meantime, an eruption of the skin developed 
which was at first confined to the face, but which gradually extended to and 
involved other parts of the body. Three months ago a number of teeth were 
extracted because of pyorrhea. A physician in one of the clinics in this city 
suspected leprosy and reported it to the city health department; examination of 
nasal smears for the bacillus of leprosy gave negative results. 

About thirty years ago, the patient suffered from typhoid fever, and thirteen 
years ago, while with the British forces in Palestine, chills and fever developed 
and he was treated for malaria. About eleven years ago he was treated for 
pulmonary tuberculosis. For the past fifteen years he has been extremely con- 
stipated and has been having considerable “stomach trouble.” 

The patient has been married for ten years and has one child, 10 years old, 
who is perfectly well. The patient’s father died at the age of 42 of pulmonary 
tuberculosis; one brother and three sisters died of pulmonary tuberculosis at the 
age of 17, 30, 24 and 27 years, respectively. 

There is a symmetrical eruption involving the face and, to a lesser degree, 
the extremities and trunk. The eruption on the face is of the erythematous type, 
and is associated with a little scaling, but no atrophy. It is rather sharply 
marginated and somewhat infiltrated. The upper lip is markedly edematous 
(erysipelatous), and the mucous lining of the lip is obviously involved in the 
process. Scattered on the trunk are similar lesions of various sizes. On the 
anterior aspects of the lower extremities immediately below the knees and on 
the inner aspect of the right thigh are large, sharply marginated, circinate erythe- 
matous lesions in various stages of evolution, some acutely erythematous and others 
in the involuting, pigmentary stage. On the dorsa of both wrists are irregular 
tumor masses covered by what appears to be normal skin. These tumor masses 
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feel elastic and are neither tender nor painful. On the terminal phalanges of 
some of the fingers are crusted lesions of various sizes and shapes which the 
patient states represent the end-results of ruptured bullae and vesicles, appearing 
spontaneously and at varying intervals. There is a marked amount of lacrimation, 
but the conjunctivae do not appear to be unduly congested. The oral mucosa is 
normal except for a marked amount of gingival infection. The blood pressure 
was 112 systolic and 75 diastolic. Two blood counts, taken a week apart, were 
within normal limits. 
DISCUSSION 

Dr. SAMUEL AyREs, JR.: This patient has definite anesthesia in the affected 
areas on the fingers. He has an ulnar nerve that is easily palpable. I think 
that the negative result of the nasal smear by no means rules out leprosy, and that 
a biopsy should be made. I do not think that the fact that this condition came 
on apparently following an infection of the finger means anything. In other words, 
the reason his finger became infected may be due to an injury of the nerve and 
anesthesia producing trophic disturbances in that finger, which allowed it to become 
infected. 1 think that it is a definite case of leprosy. 

Dr. NELSON P. ANDERSON: I also think that this is a case of Hansen’s 
disease. Incidentally, this man has enlargement of the posterior auricular nerves, 
which is characteristic. Recently, in Dallas, it was brought out that in making 
nasal smears for leprosy one has to take a rough piece of gauze and traumatize 
the nose, not to the point of bleeding, but enough to make a traumatic abrasion 
there, in order to stir up the bacilli and isolate them. If one just takes an 
ordinary smear with an applicator, many times one fails in the search for the 
bacillus. 


CLEVELAND DERMATOLOGICAL SOCIETY 
J. R. Driver, M.D., Reporter 
Regular Meeting, April 27, 1933 
E. W. NETHERTON, M.D., Presiding 


GRANULOMA INGUINALE; LATENT SYPHILIS; GONORRHEAL URETHRITIS. Pre- 
sented by Dr. H. F. DE Wo tr. 


A Negro, aged 21, from the service of Dr. Cole and Dr. Driver, had a lesion 
on the penis of three months’ duration. A biopsy of the ulcer was very suggestive 
of granuloma inguinale, and Donovan's bodies had been isolated. There was 
unusually rapid healing of the lesion from intravenous injections of fuadin 
(antimony pyrocatechin sodium disulphonate, 6.3 per cent solution). The patient 
received 30 cc. in a period of two weeks. 


TERTIARY SYPHILODERM; GLANDULAR TUBERCULOSIS. Presented by Dr. H. F. 

De WOLF. 

A white woman, aged 29, from the service of Dr. Cole and Dr. Driver at 
the Cleveland City Hospital, complained of loss of weight, malaise and an extensive 
eruption on the body. Her mother and one brother had died of tuberculosis. 
Eleven years ago she had received rather extensive treatment for syphilis, and 
in 1927 she was treated at Mount Sinai Hospital for tuberculosis of the skin 
and lymph nodes. Examination revealed a generalized scaly and papular eruption, 
some lesions being circular in type and varying from 1.5 to 3 cm. in diameter. 
There were a few pustular lesions on the hands and feet. The eruption showed 
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many areas presenting papules and small indurated nodules. The dorsa of the 
hands presented some dull red, rather cyanotic plaques. On many areas, particu- 
larly over the anterior surface of the legs, were numerous small depressed scars. 
There was a scar on the left side of the neck where a gland had been removed 
in 1927. -A roentgenogram of the chest showed healed lesions of tuberculosis 
with calcified lymph nodes. The Wassermann test and Kline precipitation test 
of the blood were reported negative in September, 1932. Repeated tests done 
since admission to our service have been strongly positive. Examination of the 
spinal fluid yielded negative results. An axillary lymph node removed in October, 
1932, was diagnosed as presenting evidence of caseous tuberculosis. A biopsy of a 
cutaneous lesion removed recently established a diagnosis of chronic inflammation. 
Definite improvement was noted following the administration of two doses of 
aminohydroxyphenylarsenoxide. 
DISCUSSION 

Dr. R. E. Barney: It is my opinion that the condition is tuberculosis cutis. 

Dr. H. J. PaArkuurst: I consider the possibility of secondary syphilis due 
to reinfection because the patient received extensive antisyphilitic treatment eleven 
years ago, and the examinations of the blood untii recently have given negative 
results. 


Dr. H. N. Core: I believe that the previous speakers are at somewhat of a 
disadvantage in their opinion regarding reinfection in this case. When we first 
saw this patient, the eruption was of a nodular serpiginous type such as one 
sees in a comparatively late stage of syphilis; I think that it is a rather unusual 
occurrence. However, the disease involuted so rapidly under antisyphilitic therapy 
that I believe that it is simply a late recurrence in syphilis of eleven years’ duration. 


INTOXICATION FROM THALLIUM ACETATE (ENCEPHALITIS) WITH RECOVERY. 
Presented by Dr. H. F. DE Wo tr. 


A Negro boy, aged 5, in good health generally, was treated for extensive 
tinea capitis. He received thallium acetate by mouth. On the seventh day he 
appeared listless, refused food and complained of epigastric pain. The symptoms 
became progressively worse. He vomited all food, became stuporous, had frequent 
epistaxis, was very irritable and had marked photophobia. Fibrillary twitchings 
of the face and a scanning type of speech developed. Following two weeks of 
treatment with frequent infusions of saline preparations the patient began to take 
and retain small amounts of fluids, and improvement gradually took place so that 
he has now practically recovered. 

DISCUSSION 

Dr. W. H. Connor: This patient was one of several who received carefully 
calculated doses of thallium acetate on the same day. Calculations are made by 
two different persons, and the drug is weighed and rechecked by the second person. 
A brother of this patient was treated on the same day and had no toxic effect. 

Dr. H. N. Cote: This is the first case of serious intoxication from thallium 
acetate that we have had in the treatment of several hundred patients. While 
great care is used in estimating the dose and weight, still there is a possibility 
of error, and I am of the opinion that a mistake may have been made in the 
dosage given this patient. We are extremely fortunate that recovery without 
any apparent serious after-effects has taken place here. 


MULTIPLE SARCOIDS OF Boeck. Presented by Dr. C. L. CumMER and Dr. C. G. 
LaRocco. 
A Negro, aged 23, has had no serious illness except pneumonia in childhood 
and again in 1925. About one year previous to presentation he noticed some 
small growths on the forehead, nose, eyelids and cheeks which have gradually 
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increased in size. In the past few months lesions of similar character have also 
appeared on the trunk. 

Examination revealed intracutaneous lesions varying in size from 1 mm. to 
1 cm. or larger. The lesions were raised and indurated, extending deeply into 
the skin. Numerous nodules were found over the trunk, arms and légs. 

A biopsy revealed a thin layer of stratified squamous epithelium, beneath which 
was a roughly circumscribed and lobulated mass. The new growth was made by 
interlacing bundles of fat spindle cells, which lay closely massed and were well 
circumscribed individually. No mitotic figures were seen, and there was no 
evidence of suppurative change. Each small bundle of proliferating tumor had a 
number of thin-walled blood vessels which were moderately prominent. The 
spindle cells were arranging themselves in a whorl formation, but showed no 
tendency to invasion of the surrounding corium. The tumor appeared to have been 
incompletely removed. A pathologic diagnosis of benign fibroma (sarcoid of Boeck) 
was made. 

The roentgenologic report was as follows: A single film of the chest showed 
an enlargement of the hilar lymph glands on each side which might be of tuber- 
culous origin; however, no area reaching to the periphery was seen. There was 
thickening of the interlobular pleura between the right middle and lower lobes. 
The apexes and costophrenic angles were clear. 


DISCUSSION 


Dr. H. F. DE Wotr: The condition of the patient resembles almost identically 
the case of S. W., presented before this Society on numerous occasions (A Case 
for Diagnosis, AkRcH. DeRMAT. & Sypu. 21:500 [March] 1930; Multiple Benign 
Sarcoid, ibid. 26:586 [Sept.] 1932; Multiple Sarcoid-Like Lesions of the Skin, 
ibid. 27:343 [Feb.] 1933). Dr. Weidman of Philadelphia believed it to be avian 
tuberculosis, but inoculations of fowls did not substantiate this diagnosis. 


Dr. H. N. CoLte: The patient presented by Dr. Cummer and Dr. La Rocco 
does not show as many lesions as the patient to which Dr. De Wolf refers. I 
think that it would be well to have this patient hospitalized and studies, particularly 
inoculations into animals, carried out. Foci of infection should be sought, ana 
in my opinion the case should be classed as one of true sarcoid of Boeck. 





Book Reviews 


Inherited Abnormalities of the Skin and Its Appendages. By E. 
Cockayne, M.D., Physician to the Middlesex Hospital. Cloth. Price, 
Pp. 394, with illustrations. New York: Oxford University Press, 1933. 


Dr. Cockayne has in this book collected the available pedigrees of families 
presenting abnormalities of the skin, teeth, nails, hair, branchial clefts and breasts. 
The work has been done with great thoroughness, and the data have been analyzed 
from a conservative genetic point of view. The author has attempted in the case 
of each abnormality to determine the mendelian mechanism that best explains 
the family studies in the literature. When there is insufficient data for a definite 
conclusion, he indicates the direction that future studies must take. The result 
is a unique volume of enormous practical and theoretical value to both dermatology 
and genetics. The reader can find in a few pages a summary and analysis of 
all the literature concerning a given condition of the skin. The bibliography is 
exhaustive. 

The growing recognition of the importance of constitution in the study of 
disease makes the appearance of this book more pertinent. Heredity is the basis 
of constitution. The knowledge of the hereditary background of a disease helps 
one to orient oneself in understanding its pathogenesis. It affords the greatest 
weapon for prevention, that is, eugenic control, though its application at the present 
moment may not appear practicable. It allows also the practice of preventive 
measures in a person whose family history indicates the presence of a susceptibility 
to disease. With this outlook, studies in the heredity of disease do not become 
the source of hopeless prognoses but an added means of prevention. 

Genetic studies point out that with all biologic characteristics, two factors 
working together must be considered, heredity and environment, or, as they are 
so often termed, nature and nurture. In some cases, as with albinism, there are 
no known environmental factors that will affect the chomosomal or hereditary 
factors that determine the development of this anomaly. In other cases, such 
as premature baldness, which shows a definite familial incidence, environmental 
factors may alter the predetermined tendency, as the numerous therapeutic efforts 
indicate. The problem of medicine is to control the heredity, and if this cannot 
be done, to increase knowledge of effective environmental factors. In either case, 
an accurate knowledge of the hereditary basis of the disease is essential. 

This book has an excellent introductory section discussing the significance and 
terminology of mendelism, which must form the basis of any studies in heredity. 
The author indicates how a family history should be taken to be of value, a simple 
procedure that is universally neglected except in special studies. 

Dr. Cockayne apparently plans similar volumes in other fields of medicine. 
He has favored dermatology in choosing as his first effort the collection in one 
volume of the genetics of abnormalities of the skin. 
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FOREIGN 
BriTIsH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
Alberic Marin, President, Drummond Medical Bldg., Montreal. 
Antonio Sabetta, Secretary-Treasurer, 3435 St. Denis St., Montreal. 
Place: Hamilton, Ontario. Time: 1934. 
Royat Socrety oF MEDICINE, SECTION OF DERMATOLOGY 


A. M. H. Gray, President, 30 New Cavendish St., W. 1, London. 
W. N. Goldsmith, Secretary, 6, Upper Wimpole St., W. 1, London. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MeEpICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


C. Guy Lane, Chairman, 416 Marlboro St., Boston. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Cleveland. Time: June 11-15, 1934. 

AMERICAN DERMATOLOGICAL ASSOCIATION 
Harold N. Cole, President, 1422 Euclid Ave., Cleveland. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: New York. Time: June 7-9, 1934. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Harry M. Robinson, President, 106 E. Chase St., Baltimore. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Emmett C. Troxell, President, 74 W. Adams St., Detroit. 
William G. Saunders, Secretary, 9203 Grand River Ave., Detroit. 
Place: Pittsburgh. Time: 1933. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City. 
Robert E. Jameson, Secretary, 1014 First National Bank Bldg., Davenport, Iowa. 
New ENGLAND DERMATOLOGICAL SOCIETY 


Rudolph Jacoby, President, 270 Commonwealth Ave., Boston. 
J. Harper Blaisdell, Secretary, 5 Bay State Road, Boston. 
Place: Boston. Time: April 11, 1934. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Thomas W. Murrell, Chairman, 17 E. Grace St., Richmond, Va. 
C. C. Dennie, Secretary, Professional Bldg., Kansas City, Mo. 
Place: San Antonio, Texas. Time: November, 1934. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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STATE DERMATOLOGIC SOCIETIES 
FLoripA Society OF DERMATOLOGY AND SYPHILOLOGY 
Chairman for each meeting is elected from city in which meeting is held. 
Elmo D. French, Secretary, 602 Huntington Bldg., Miami. 
Place: Jacksonville. Time: July 2, 1934. 
LovuISIANA DERMATOLOGICAL SOCIETY 


J. A. Devron, President, 150 Baronne St., New Orleans. 
M. T. Van Studdiford, Secretary-Treasurer, 912 Pere Marquette Bldg., New 
Orleans. 


MeEpIcAL Society OF THE STATE OF New York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


George M. Fisher, Chairman, 264 Genesee St., Utica. 
Frank Combes, Secretary, 80 W. 40th St., New York. 
MepIcAL SOCIETY OF THE STATE OF PENNSYLVANIA, 
SECTION ON DERMATOLOGY 
Herbert J. Smith, President, 3303 N. 17th St., Philadelphia. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 
MicHIGAN STATE MepicaLt Soctety, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
Robert C. Jamieson, Chairman, 1551 Woodward Ave., Detroit. 
A. R. Woodburne, Secretary, Grand Rapids Clinic, Grand Rapids. 
Place: Battle Creek. Time: September, 1934. 
MINNESOTA DERMATOLOGICAL SOCIETY 
D. D. Turnacliff, President, 407 Medical Arts Bldg., Minneapolis. 
L. H. Winer, Secretary, 522 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 
OKLAHOMA DERMATOLOGICAL ASSOCIATION 
W. A. Showman, President, 108 W. 6th St., Tulsa. 
C. L. Brundage, Secretary, 505 Osler Bldg., Oklahoma City. 
TexAS DERMATOLOGICAL SOCIETY 


Everett C. Fox, President, 1719 Pacific Ave., Dallas. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 


LOCAL DERMATOLOGIC SOCIETIES 
ATLANTA DERMATOLOGICAL SOCIETY 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 
Bronx DERMATOLOGICAL SOCIETY 
Samuel Feldman, Chairman, 1955 Grand Concourse, New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
BroOKLYN DERMATOLOGICAL SOCIETY 


Arthur Pevsky, President, 1750 Ocean Parkway, Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BuFFALO DERMATOLOGICAL SOCIETY 


Joseph Brumberg, President, 528 Delaware Ave., Buffalo. 
William F. Hoover, Secretary, 333 Linwood Ave., Buffalo 
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CHICAGO DERMATOLOGICAL SOCIETY 


Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Max Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Harry L. Claassen, President, Provident Bank Bldg., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


S. Littman, President, 10515 Carnegie Ave., Cleveland. 
H. G. Miskjian, Secretary, 856 Rose Bldg., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 
H. L. Keim, President, 10 Witherell St., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Stanley O. Chambers, Chairman, 727 W. 7th St., Los Angeles. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 


MANHATTAN DERMATOLOGIC SOCIETY 
Howard Fox, Chairman, 140 E. 54th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 
J. F. Burgess, President, Drummond Medical Bidg., Montreal, Canada. 
B. Usher, Secretary-Treasurer, 1538 Sherbrooke St., W., Montreal, Canada. 
New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
Leo Spiegel, Chairman, 241 W. 100th St., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 
NEw YORK DERMATOLOGICAL SOCIETY 


Edward R. Maloney, President, 853 7th Ave., New York. 
R. H. Rulison, Secretary, 145 E. 54th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


_ 


Alfred Schalek, Chairman, 721 Medical Arts Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Jacques P. Guequierre, Chairman, 1930 Chestnut St., Philadelphia. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 
PitTSBURGH DERMATOLOGICAL SOCIETY 
Frederick Amshel, Chairman, 3401 5th Ave., Pittsburgh. 
Bernhard Goldmann, Secretary, Jenkin’s Arcade, Pittsburgh. 
St. Lours DERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
SAN FRANcIscO DERMATOLOGICAL SOCIETY 


Ernest K. Stratton, President, 490 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 
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articles, correspondence 
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uaries, and Society Transactions are indexed 
under these headings in their alphabetical order 
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are made for original 


Abramowitz, E. W.: Formula for new lotio 
sulphurata ; preliminary note, *709 
Acanthosis nigricans, 118, 869 
Achromia: Sce under Pigmentation 
Acne necrotica miliaris of scalp, *10 
quantitative estimates of hydrogen 
in lotions used in, *847 
rosacea and aphthae, involvement of scretum 
and thigh in, 254 
vulgaris, vitamin D in treatment, 861 
Acrodermatitis, 869 
atrophicans, case for diagnosis (lichen 
planus; radiodermatitis ; acrodermatitis 
atrophicans), 740 
chronica atrophicans, 257, 291, 586, 759, 904 
continua, case for diagnosis (acrodermatitis 
continua, pustular psoriasis [Hallopeau]), 
266 
continua suppurativa (Hallopeau), 
or dermatophytosis, 888 
Acromegaly and cutis verticis evrata, 726 
Actinobacillosis of cattle in United States, 233 
Actinomycetes, pleomorphic organism showing 
relationships between staphylococci and 
actinomycetes, 234 
Actinomycosis, ~accine treatment, 83 
Addison’s disease, scleroderma with 
tion, 754 
Adenoma, basophilic adenoma of pituitary 
(pituitary basophilism-Cushing syndrome), 
79 


sulphide 


psoriasis 


pigmenta- 


sebaceum, 263, 583 
Agranulocytosis: See Angina, agranulocytic 
Alden, H. S.: Modification of therapy with 
gold compounds in lupus erythematosus ; 
preliminary communication, *544 
Aleukemia: See Anemia, aplastic 
Alexander, E. R.: Bismuth compounds in active 
syphilis; clinical and laboratory study of 
286 cases of cutaneous syphilis, *320 
Allergy: See Anaphylaxis and Allergy 
Alopecia, anterior lobe pituitary extract in, 
*381 
areata, toxic action of metals in, 716 
cicatrisata, 448 
congenitalis hereditaria verticis, 587 
experimental, contribution to study of alopecia 
areata, *53 
hypertrichosis, 
function, 896 
total, in patient with neuroendocrine distur 
bances, 863 
transitory baldness of peculiar type following 
trauma, *639 
unusual dermatosis following section of fifth 
cranial nerve, *369 
Ambler, J. V.: Diagnostic 
luetin reaction, *353 
Excretion of bismuth in series of clinical bis- 
muth treatments, *615 
Amebiasis cutis; report of case, 
American Board of Dermatology and Syphilology, 
examinations for certificates, 73 
Amshel, F.: Vaccinia, 287 
Amyotrophy: See Atrophy, muscular 
Anaphylaxis and Allergy; allergic 
psoriasis vulgaris, 574 
chemical allergy and nirvanol sickness, 567 
cutaneous allergy and lymphogranulomatous 
antigens, *32 
fallacies and merits of sensitization tests, 80 


psoriasis and endocrine dys- 


value of organi 


*363 


nature 
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Anaphylaxis and Allergy—Continued 
histologic changes in allergic and nonallergic 
wheals, 401 
is sensibility in allergy general? 410 
multiple infiltrated erythematous plaques of 
skin; a new dermatosis? 404 
studies in hypersensitiveness in certain der- 
matoses, 400 
Anderson, N. P.: Case for diagnosis, 412 
Juvenile elastoma, *182 
Andrews, C. B.: Effect of 
luetin reaction, *153 
Andrews, G. C.: Granuloma annulare or fungus 
infection, 431 
Gumma, 276, 434 
Report on case previously presented, 5 
Ulecerating lesion of perianal region, 432 
Unusual pigmentation of skin, 123 
Anemia, aplastic; cutaneous changes in 
kemic lymphadenosis, 574 
Angina, agranulocytic, acute cutaneous infection 
associated with agranulocytosis or agranu- 
lemia, 135 
Vincent’s disease 
multiforme -like 
*508 
Vincent’s infection of mucous membrane, 300 
Angioid streaks and pseudoxanthoma elasticum 
disease syndrome with comments on litera- 
ture and report of case, *546 
Angiokeratoma of Mibelli, etiology of, 721 
Angioma; blue nevus, 113, 599 
cavernosum serpiginosum removed by 
violet therapy, 426 
multiple (blue nevus), 113 
Anthrax, industrial, 716 
recurrence of malignant pustule, 81 
Antigens, cutaneous allergy and lymphogranulo- 
matosus antigens, *32 
physicochemical properties of some antigens 
244 


iodides on organic 


8 


aleu- 


with erythema 
report of 


associated 
eruption ; 


case 


ultra- 


Anus, ulcerating lesion of perianal region, 432 
Anusol suppositories, anal dermatitis due to 
resorcinol in, 737 
Aphthae; acne rosacea; involvement of scrotum 
and thigh, 254 
aphthous ulcers caused by 
nuts), 427 
Apparatus, fungicidal properties of certain clini- 
cally recognized fungicides; laboratory de- 
terminations using the Strickler-Borneman 
apparatus and the Henal vacuum vaporizer 
*836 
Appel, B.: Granuloma fissuratum, 751 
Argyria: See under Silver 
Arsenic; arsenical dermatitis and 
syphilis, 267 
cutaneous sensitization to 
patch test, 296 
in bismuth preparations, *841 
nature of transverse mark in nails in arsenical 
polyneuritis, 722 
pigmentation, 909 
vitiligo from arsphenamine dermatitis and 
from arsenic of unknown origin; arsenic 
findings in blood, urine and skin, *642 
Arsenobenzol, reaction of spirocheta pallida, re- 
currentis and trypanosoma equiperdum t 
arsenobenzol preparations, 713 
Arsphenamine: See also under Syphilis 
chemotherapeutic action of a soluble arsphen- 
amine preparation on chicken spirochetosis 
and on human syphilis, 864 
chorea caused by toxic effect of neoarsphen- 
amine, 243 
dermatitis, 716 
dermatitis, allergic reactions in, 240 
differential effects of arsphenamine and tryp- 


92 


arsamide, 23 


nuts (black wal- 


secondary 


arsenic through 
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Arsphenamine—Continued 
experiences with soluble preparation 
fatalities following uge of, 2: 
influence of reticuloendothelial “blockade” 

and splenectomy upon experimental trypano- 
somiasis and syphilis and chemotherapeutic 
properties of arsphenamine and neoars- 
phenamine, 568 
medical shock following use of neoarsphena- 
mine, 237 
method to introduce larger amounts of 
arsphenamines into central nervous system, 
712 


864 


postarsphenamine nitritoid crisis and purpura, 
718 
postarsphenamine psoriasis, 
vitiligo from arsphenamine dermatitis and 
from arsenic of unknown origin; arsenic 
findings in blood, urine and skin, *642 
Artery, productive-cicatricial syphilitic disease 
of pulmonary artery, 400 
Ataxia: See Tabes 
Atrophy, idiopathic atrophy, pseudoscleroderma, 
with secondary epithelioma, 105 
linear scleroderma with hemiatrophy of face, 
583 
macular, 101, 443 
macular, (Schweninger-Buzzi 
macular, (syphilitic), 445 
muscular; syphilitic amyotrophy, 78 
rare cases presenting progressive idiopathic 
atrophy of skin simultaneously with cancer 
of skin, scrofuloderma and parapsoriasis 
lichenoides, 409 
Ayres, S., Jr.: Erythema 
terial), 909 
Juvenile elastoma, *182 
Kaposi's hemorrhagic sarcoma, 906 


718 


type), 114 


multiforme (bac- 


Bacillus abortus of Bang, importance of cuti 
and immune clumping reactions in diagnosis 
of dermatoses caused by Bacillus abortus 
of Bang, 408 

pyocyaneous in children, 567 

Bacteriophage, immunologic studies with phage- 

coated bacteria, 401 
specific soluble substance 
phages, 402 

Baer, H. L.: 
lesion 

Baker, R. B.: 

Baldness: See Alopecia 

Bancroft, I. R., Arsenical pigmentation, 909 

Pigmentation due to bismuth, 412 

Barnett, C. W.: Effect of specific treatment 
on prognosis of syphilis of cardiovascular 
system, *1 

Bechet, P. E.: Alopecia cicatrisata, 448 

Carcinoma, 99, 115 

Erythema induratum; results of 
with old tuberculin, 117 

Lichen planus of buccal mucosa, 98 

Lupus vulgaris; results of treatment, 116 

Mycosis fungoides, 455 

Pityriasis lichenoides chronica, 106 

Report on case previously shown at October, 
1932, meeting, 100 

Serpiginous scleroderma, 113 

Becker, S. W.: Aphthae; acne rosacea; in- 

volvement of scrotum and thigh, 254 
Ecthyma due to streptococcus haemolyticus, 
102 
Idiopathic atrophy? 248 
Vitiligo; clinical and histologic 
consideration of pinta, *497 

Beckman, H.: Fever therapy in 
*309 

Beerman. H.: Case for diagnosis, 759 

Cutaneous sensitization to arsenic 
patch test, 296 

Exfoliative dermatitis, 757 

Linear scleroderma with hemiatrophy of face, 
583 

Multiple telangiectases 
with syphilis, 295 

Phenolphthalein eruption, 758 


from  bacterio- 


Roentgen 


treatment of primary 
of tularemia, *557 


Tuberculid en plaque, 420 


treatment 


study, with 


neurosyphilis, 


through 


(macular) associated 
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Beeson, B. B.: Experimen.al alepecia; 
tribution to study of alopecia areata, 
Gouty tophi, 445 
Juxta-articular nodules, 442 
Recklinghausen’s disease, 251 
Rupioid syphilis, 440 
Syphilis (congenita!), 247 
Beinhaur, L. G.: Lupus erythematosus; radio- 
dermatitis; squamous cell carcinoma, 288 
Benham, R. W.: Yeastlike fungi found on skin 
and in intestines of normal subjects; sur- 
vey of 100 persons, *532 
Bessemans, A.: Hot baths in 
syphilis, 229 
Bianchi, T. B.: Cutanéous allergy and lympho- 
granulomatous antigens, *32 
Bismarsen, therapeutic efficiency of bismarsen in 
experimental syphilis in rabbits; comparison 
with arsphenamine, *389 
Bismuth: See also under Syphilis 
calcium thiosulphate in treatment of compli- 
cations of “914” and bismuth administra- 
tion in syphilis, 403 
comparative pharmacologic study of absorp- 
tion, distribution and excretion of injectable 
bismuth preparations, 570 
compounds in active syphilis; clinical and 
laboratory study of 286 cases of cutaneous 
syphilis, *320 
dermatitis medicamentosa (bismuth), 593 
drug eruption: reaction to bismuth and gold 
salts, report of case, *820 
excretion of bismuth in series of 
bismuth treatments, *615 
nitritoid crisis due to, report of 
pigmentation due to, 412 
pigmentation of buccal mucosa; healed 
cinoma and gumma of tongue, 588 
preparations, presence of arsenic in, *841 
Black walnuts, aphthous ulcers caused by nuts 
(black walnuts), 427 
Blastomycosis, blastomycetic 
lymphatic extension, *219 
Blood, carotene in: yellow pigmentation of skin 
accompanying carotenemia, 410 
Cells: See Erythrocytes; Leukocytes 
cholesterol in lupus erythematosus, 719 
sugar; cause of hyperglycemia in eczematous 
patients, 234 
transfusion, syphilis from, 568 
vessels, syphilitic peripheral vascular disease, 
712 
Bloom, D.: Alopecia, hypertrichosis, 
and endocrine dysfunction, 896 
Erythroplasia, 879 
Idiopathic multiple 
(Kaposi), 877 
Lymphogranuloma 
cervical glands ; 
Tuberculid or lichen 
Bone, fungus infection 
bone, 904 


experimental 


clinical 


case, *780 


car- 


dermatitis by 


psoriasis 


hemorrhagic sarcoma 


inguinale of tengue and 
report of case, *810 
nitidus, 290 

with involvement of 


Boox REvIEWws: 

Diseases of Tradesmen; B. Ramazzini, 304 

Handbuch der biologischen Arbeitsmethoden : 
Die Methoden zur _ Serodiagnostik der 
Syphilis; A. Klopstock, 305 

Inherited Abnormalities of Skin 
pendages; E A. Cockayne, 915 

Light Therapy; F. H. Krusen, 605 

Traité de dermatologie clinique et 
peutique; J. Belot, P. Chevallier, J. Gate, 
P. Joulia, M. Pinard; E. Ramel, E. Schul- 
mann, A. Touraine, and R.-J. Weissenbach, 
304 


and Its Ap- 


théra- 


Books received, 605, 761 

Brain, spirochete content of brain and internal 
organs of syphilitic rats, 724 

Breast, carcinoma in male, 748 

telangiectasia due to roentgen’ therapy, 

fibrosis of chest and possible malignancy 
of right mammary gland, 729 

Bromoderma, nodular, 744 

Brucella Abortus: See under Bacillus 
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Buerger’s Disease: See Thrombo-angiitis ob- 
literans 
Burns, treatment with gentian violet, 860 


Cade, oil of cadeberry; little known drug valu- 
able in certain dermatoses, *29 
oil of, spontaneous idiosyncrasy to, 404 
Calcinosis, calcification of skin and subcutane- 
ous tissues (calcinosis), *510 
circumscripta, 76 
cutaneous, 595 
universalis, 714 
Calcium, réle of sodium, potassium, 
and magnesium in cancer, 711 
thiosulphate in complications of ‘914’ and 
bismuth administration in syphilis, 403 
Campbell, H. S.: Fungus infection, 905 
Fungus infection with involvement of 
904 
Sporotrichotic chancre, *61 
Cancer: See also Adenoma; Sarcoma; etc. 
Cancer, 99, 115 
and lupus vulgaris and carcinoma, 111 
histologic changes in lymph glands in cancer, 
83 
lip, 228 
local effect of insulin on cancer of skin, 82 
lupus erythematosus ; radiodermatitis ; squam- 
ous cell carcinoma, 288 
precancer ; erythroplasia of Queyrat, *798 
rare cases presenting progressive idiopathic 
atrophy of skin simultaneously with cancer 
of skin, scrofuloderma and parapsoriasis 
lichenoides, 409 
relation of carcinogenicity of mineral oils to 
certain physical and chemical character- 
istics of these oils, 714 
réle of sodium, potassium, calcium and mag- 
nesium in cancer, 711 
skin metastases, 585 
tar, review of recent literature, 399 
Canities: See Hair 
Cannon, A. _ >} 
atrophicans, 904 
Granuloma inguinale, 896 
Gumma of scalp (multiple), 897 
Leprosy; macular anesthetic type, 117 
Lymphoblastoma, 899 
Multiple gummas, 895 
Mycosis fungoides, 901 
Pemphigus, 276 
Vitiligo from arsphenamine dermatitis and 
from arsenic of unknown origin; arsenic 
findings in blood, urine and skin, *642 
Capillaries, present day technique for study of 
human capillaries, 568 
Cardiovascular System, effect of specific treat- 
ment on prognosis of syphilis of cardio- 
vascular system, *1 
syphilis, bismuth in, 80 
syphilis in boy, 81 
Caro, M. Lichen planus 
Mycosis fungoides, 446, correction 761 
Sarcoid, 103, 733 
Schamberg’s disease, 734 
Carotinemia: See Blood, carotene in 
Cellulitis, dissecting cellulitis of scalp (peri- 
folliculitis capitis abscedens et suffodiens- 
Hoffmann), 261 
Cerebrospinal fluid, prognosis of negative reac- 
tion of spinal fluid in syphilis, 84 
Chambers, S. O.: Case for diagnosis, 908 
Pemphigus vulgaris and foliaceus, 907 
Chancres, multiple chancres on lips and geni- 
talia, 302 
sporotrichotic chancre, *61 
Chancroid; prevalence and 
specific vaccines, *155 
Chargin, L.: Erythrodermia 
formation of fibromas, 874 
Lymphoblastoma (Hodgkin’s type?), 871 
Macular atrophy (Schweninger-Buzzi 
1 


calcium 


bone, 


Acrodermatitis chronica 


treatment with 


psoriatica with 


type), 


Pityriasis rubra pilaris, 881 


Psoriasis in a full-blooded Negro, 870 
Syringoma, 889 


Syringoma of chest and abdomen, 599 
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Chickenpox, relationship between viruses of 
zoster and varicella as demonstrated by 
complement-fixation reaction, 401 

Chloasma faciei in young girls, nonpregnant 
women and men, 241 

Chloral, eczematous dermatitis due to exposure 
to chloral, 862 

Chlorine, fungicidal action of some common 
disinfectants on two dermatophytes, *15 

Cholesteremia: See Blood, cholesterol 

Chorea caused by toxic effect of neoarsphena- 
mine, 243 

Cicatrix, lichen planus 
planus in scar, 903 

Clark, T.: Gummas of tongue, with beginning 
malignancy, 91 

Lupus vulgaris, 90 

Clayton, M. B.: Pseudoxanthoma elasticum 
and angioid streaks; disease syndrome with 
comments on literature and report of case, 
*546 

Cobalt, inherent sensitivity of skin to nickel 
and cobalt (allied elements in group VIII, 
periodic system), 400 

Cohen, M. H.: Successful treatment of vitiligo, 
*915 

H. N.: Excretion of bismuth in series 
of clinical bismuth treatment, *615 

Combes, F. C.: Herpes zoster with generalized 
vesicular lesion, 453 

Condyloma acuminatum, case for diagnosis, 12% 

acuminatum treated by Biberstein vaccine, 
105 
Conjunctiva, lupus erythematosus of 
conjunctiva, 243 
vaccinia of eyelids and conjunctiva, 77 
Cornbleet, T.: Macular atrophy, 443 
Dermatofibrosarcoma of Darier, 256 
Psoriasis appearing at age of 82 years, 442 
Self-sterilizing powers of skin; are they en- 
dowed by surface acid? *526 

Cornea, rosacea of cornea and keratitis, 294 

Cornell, V. A. H.: Pityriasis rosea: report of 
case showing gigantic herald plaque with 
unusual manifestations, *823 

Corneomas, peculiar case of 
mibelli with corneomas, 572 

Cosmetics, dermatitis produced by cosmetics, 861 
uses and dangers, 572 

Coulter, J. S.: Dermatitis herpetiformis treated 
with heat therapy, 728 

Coutts, W. E.: Cutaneous allergy and lympho- 
granulomatous antigens, *32 

Crance, A. M.: Vincent's disease 
with erythema multiforme-like 
report of case, *508 

Crawford, S.: Amebiasis cutis: 
*363 


atrophicus and lichen 


palpebral 


porokeratotis 


associated 
eruption ; 


report of case, 


Cummer, C. Multiple sarcoids of Boeck, 
913 

Curth, W.: Extragenital infection with 
of lymphogranuloma inguinale, *376 

Cutis Verticis: See Scalp 

Cystine, regrowth of hair following administra- 
tion of cystine in form of hydrolyzed wool, 
296 


Cysts, sebocystomatosis, 721 


virus 


Darier’s disease See Keratosis follicularis 
Davis, J. B.: Pityriasis rosea; account of sug 
gested contagiousness and of attempted 
experimental transmission, *13 
Dennie, C. C.: Aphthous ulcers 
nuts (black walnuts), 427 
Dermatomyositis, 430 
Pemphigus vulgaris of 4 years’ duration (ap 
parently cured), 427 
Sarcoid or syphilid, 430 
Scleroderma following erysipelas, 417 
Syphilis (hereditary, cerebrospinal), 422 
Syringomyelia in child 22 months old, 420 
Xeroderma pigmentosum with multiple epi- 
theliomas, 426 
Dermatitis artefacta, 96, 145, 603 
due to Vitamin A deficiency, *700 
exfoliativa, 140, 274, 295, 757 


caused | 
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Continued 

factitia; erythema multiforme; 
dermolysis bullosa, 281 

Herpetiformis: See Dermatitis 

hypersensitiveness in certain dermatoses, 

irritant, or neurodermatitis, 80 

Medicamentosa: See also Arsenic; Arsphena- 
mine; Atrophine; Bismuth; Ephedrine; 
Phenolphthalein; etc. 

medicamentosa (bismuth), 593 

medicamentosa: case for diagnosis: tuber- 
culosis, syphilis or eruption due to drug? 


Dermatitis 
acquired epi- 


multiformis 
400 


medicamentosa ; dermatitis eczematosa due to 
drug, *461 
medicamentosa; dermatitis exfoliativa 
ing injections of gold compound, 108 
medicamentosa ; drug eruption due to solganol, 
102 
medicamentosa ; dye dermatitis in 
idiosyncrasy, 234 
medicamentosa: hydrogen ion concentration 
of topical preparations commonly employed 
in dermatology, *149 
medicamentosa ; iododerma, 109 
medicamentosa ; nodular bromoderma, 
medicamentosa ; nupercaine, 860 
medicamentosa ; reaction to bismuth and gold 
salts, report of a case, *820 
multiformis, 88, 123, 294, 407, 878 
multiformis, heat therapy in, 728 
ragweed dermatitis, report of 2 cases, 
vegetans, 875 
Venenata: See also under names of 
stances as Gold; Nickel: etc. 
venenata, 275 
venenata ; cosmetics, 572, 861 
venenata; dermatitis caused by ethyl 
*174 
venenata; dermatitis of eyelids due to rubber 
on eyelash curler, *222 
venenata due to matches, 594 
venenata; outbreak of dermatitis in 
mills due to varnish, 714 
Dermatofibrosarcoma of Darier, 
Dermatology, directory of societies, 
458, 606, 763, 916 
postgraduate course in dermatology, 
Dermatomyositis, 430 
Dermatophytes ; Dermatophytosis : 
Mycosis 
Dermatosis: See 
diseases; etc. 
Dermoids, pigmented nevi in 
ovarian dermoids, 86 
De Wolf, H. F.: Dermatitis 
(bismuth), 593 
Dermatitis venenata due to matches, 594 
Dissecting cellulitis of scalp (perifolliculitis 
capitis abscedens et Suffodiens-Hoffmann), 
261 
Excretion 
bismuth 
Granuloma 
Granuloma 
rheal urethritis, 
Intoxication from thallium 
litis) with recovery, 913 
Lupus erythematosus disseminatus, 257 
Lymphogranuloma inguinale, 590, 591 
Lymphogranuloma inguinale; anorectal 
drome, 259 
Lymphogranuloma 
Lymphogranuloma 
covery, 589 
Seronegative primary syphilis 
granuloma inguinale, 590 
Tertiary syphiloderm; glandular tuberculosis, 
912 


follow- 


relation to 


744 


*£99° 


gasoline, 


cotton 
256 


146, 306, 


“9 
ae 


> 


See under 


Dermatitis; Eczema; Skin 


epidermis of 


medicamentosa 


of bismuth in series of clinical 
treatments, *615 
inguinale, 593 
inguinale; latent 
912 


syphilis; gonor- 


acetate (encepha- 
syn- 


esthiomene, 589 


spontaneous re- 


inguinale ; 
inguinale ; 


and lympho- 


Diabetes insipidus and pemphigus gravidarum, 
107 
mellitus and erythema induratum, 282 
mellitus; lichen planus showing xanthoma- 
like coloration (diabetes mellitus), 881 
Diasio, F. A.: Granuloma fissuratum, Sutton 
(granuloma telangiectodes fissuratum); re- 


port of case, *521 
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Diathermy: See under names of various dis- 
eases 
Diphtheroid of skin, 244 
Directory of dermatologic 
458, 606, 763, 916 
Disinfectants, fungicidal action of some com- 
mon disinfectants on two dermatophytes, 
*15; correction, 761 
Downing. J. G.: Melanotic sarcoma, 750 
Monilia infection of mouth, fingers and face, 
749 
Naevus flammeus et 
trophy, 752 
Psoriasis localized on fingers, 751 
Drant, P.: Case for diagnosis, 298 
Pityriasis lichenoides chronica, 303 
Probable pulmonary tuberculosis 
erythematosus, 293 
Drugs, eruptions due to: 
icamentosa 
Duhring’s Disease: See 
Durand-Nicolas-Favre Disease: 
granuloma inguinale 
Dye dermatitis in relation to 
Dyshidrosis: See under Sweat 
Glands 


societies, 146, 306, 


varicosus; hemihyper- 


and lupus 


See Dermatitis med- 
Dermatitis multiformis 
See Lympho- 


idiosyncrasy, 234 
and Sweat 


Ebert, M. H.: Gouty tophi, 445 
Hypertrophic striae distensae, *25 
Juxta-articular nodules, 442 
Melanocarcinoma, 444 
Recklinghausen’s disease, 251 
Rupioid syphilis, 440 
Syphilis (congenital), 247 

Miethyma due to Streptococcus 

102 

Ectodermal 


haemolyticus 


dysplasia, hereditary ectodermal 


dysplasia of anhidrotic type; report of case 
with results of biopsy, *66 
Eczema, 
cause of hyperglycemia in eczematous patients, 
234 


contact eczema; rubber cements as adhesive 
in patch testing, *795 
eczematous dermatitis 
chloral, 862 
nickel eczema, 
prurigo-eczema, 


due to exposure to 
*688 
406 


uric acid and eczema; uricacidemia and renal 
elimination of uric acid in patients treated 
with uric acid, 573 
Edema, solid edema of ears and face, 138, 597 
Editorial: Treatment by method rather than 
diagnosis, [W. A. P.] 397 
Elastoma, juvenile, *182 
Electrocardiographic findings in primary and in 
very early secondary syphilis, 232 
Electrocoagulation: See under names of various 
diseases 
Elephantiasis of leg, report on 
Oct., 1932, meeting, 145 
Eller, J. J.: Rosacea-like tuberculid of Lewan- 
dowsky, 119 
Emmons, C. W.: Fungicidal action of some 
common disinfectants on two dermatophytes, 
*15; correction, 761 
Encephalitis, intoxication from thallium acetate 
(encephalitis) with recovery, 913 
skin changes in chronic encephalitis, 409 
Endocrine Glands; alopecia, hypertrichosis, pso- 
riasis and endocrine dysfunction, 896 
disturbances, total alopecia in, 863 
relation of skin diseases to internal secretions, 
929 


case shown at 


Engman, M. F., Jr.: Pityrosporon of Malassez, 
855 
Epidermolysis bullosa, 864 
bullosa ; erythema multiforme, dermatitis fac- 
titia, acquired epidermolysis bullosa, 281 
Epidermophytids and trichophytin reaction, *560 
Epithelioma beginning at age of 14, 264 
benign, cystic, 889 
calcified epithelioma of skin, 87 
idiopathic atrophy, pseudoscleroderma, 
secondary epithelloma, 105 


with 
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Epithelioma—Continued 
multiple benign epithelioma of scalp, 711 
rodent type in native of Bouganville, Territory 
of New Guinea, 717 
squamous cell epitheliomata of skin of face, 
715 
superficial epithelioma, basosquamous type, 
252 
xeroderma pigmentosum with 
theliomas, 426 
Epstein, N. N.: Calcification of skin and sub- 
cutaneous tissues (calcinosis), *510 
Case for diagnosis, 90 
Periadenitis mucosa necrotica recurrens, 867 
Erysipelas, changes of musculature in diffuse 
scleroderma of upper extremity, amputated 


multiple epi- 


on account of bulbous gangrenous erysipelas, 
06 


scleroderma following erysipelas, 417 
Erythema annulare centrifugum, 452 
caloricum associated with remote reaction to 
heat (neurodermatitis and dyshidrosis) ; heat 
allergy, *168 
centrifugum annulare of Darier, 260 
discoid lupus erythematosus, with generalized 
erythema (disseminated lupus erythematosus 
or toxic erythema from gold), 601 
fixed, 413 
induratum ; diabetes mellitus, 282 
induratum; papulonecrotic tuberculids 
ciated with erythema induratum and livedo 
racemosa, 118 
induratum, results of 
tuberculin, 117 
multiforme (bacterial), 909 
multiforme bullosum, 92 
multiforme ; dermatitis factitia ; 
dermolysis bullosa, 281 
multiforme haemorrhagicum bullosum, &94 
multiforme, Vincent’s disease associated with 
erythema multiforme-like eruption ; report of 
case, *508 
multiple, infiltrated, erythematous 
skin: a new dermatosis? 404 
nodosum epidemic in hospital, 85 
nodosum exulcerans, 722 
nodosum in primary extrapulmonary tubercu- 
losis, 411 
nodosum, occurrence of tubercle bacilli in 
gastric lavage from 100 consecutive 
of, 411 
nodosum, remote prognosis of, 81 
nodosum, tuberculous infection with erythema 
nodosum, 238 
polymorphus erythemas; infectious disease or 
reaction of intolerance, 403 
toxic, 884 
Erythrocytes in pellagra 399 
Erythrodermia, case for diagnosis, 125, 436 
congenital, ichthyosiform, of hystrix type, 429 
ichthyosiform, 240 
psoriatica (universal psoriasis), 874 
psoriatica with formation of fibromas, 874 
Erythroplasia, 879 
histology of, 239 
of Queyrat, *798 
Esthiomene: lymphogranuloma inguinale, 589 
Ethyl Gasoline: See Gasoline 
Excoriations, neurotic, 261 
Exophthalmos, late congenital syphilis with ex 
tensive scarring and exophthalmos, 742 
Exostosis, subungual, 585 
Eye, pemphigus, 279 
Eyelash curler, dermatitis due to 
Eyelids, dermatitis of eyelids due to rubber on 
eyelash curler, *222 
fibroma of, 130 
vaccinia of eyelids and conjunctiva, 77 


asso- 


treatment with old 


acquired epi- 


plaques of 


cases 


Fat necrosis, subcutaneous, of new-born, 738 
Favus, 876 
epidemiology, 720 
generalized, 403 
Feit, H.: Acrodermatitis, 869 
Keratodemies punctuées (Mantoux) 
dermia disseminata palmaris et 
(Buschke and Fischer), 903 
Psoriasis pustulosa, 116 


kerato- 


plantaris 
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Feit, H.—Continued 
Roentgen dermatitis treated with salt-free diet 
and vitamin A-rich regimen, 880 
Feldman, S.: Lichen planus and psoriasis, 888 
Sarcoma (Kaposi), 112 
Ferris, C. R.: Recklinghausen’s disease, 424 
Fever Therapy: See also Malaria therapy 
brief review of fever therapy in neurosyphilis, 
*309 
treatment of syphilis with 
duced by diathermy, 232 
Fibroma, case for diagnosis 
ecchymotic ring), 892 
erythrodermia psoriatica 
fibromas, 874 
of eyelid, 130 
Filaria Loa: See Loa loa 
Fisher, A.: Mikulicz’ disease, 288 
Foerster, H. R.: Malignant erythrodermia. 436 
Foerster, O. H.: Malignant erythrodermia, 436 
Folliculitis decalvans, 93, 286 
perifolliculitis capitis, 261 
ulerythematosa reticulata, 431 
Fordyce Disease: See Fox-Fordyce disease 
Foreign body peppering of skin as industrial 
injury, 72 
Fox, E. C.: Dermatitis of eyelids due to rubber 
on eyelash curler, *222 
Fox, H.: Case for diagnosis; prurigo-like erup- 
tion, 95 
Cutaneous calcinosis, 595 
Late congenital syphilis with extensive 
ring and exophthalmos, 742 
Lupus erythematosus and syphilis, 741 
Lupus erythematosus disseminatus, 581 
Nevus linearis, 579 
Nevus lymphangiomatosus, 144 
Pemphigus vulgaris with extensive pigmenta- 
tion in Negress, 740 
Solid edema of ears and face, 138, 597 
Subcutaneous fat necrosis of »ew-born, 738 
Fox-Fordyce disease, 890 
Frambesia, immunologic study of spirochetoses : 
cutaneous inoculation with frambesia o1 
syphilis followed by intravenous reinocula- 
tion with syphilis or frambesia, respectively, 
244 
symptomatology of yaws in Liberia, 863 
uleer of leg; localization as point of differen- 
tial diagnosis in syphilis and yaws endemic 
countries, *44 
Fraser, J. F.: Folliculitis decalvans? 93 
Kaposi’s sarcoma, 143 
Frick, J. P.: Mycosis fungoides, 415 
Pemphigus vegetans, 416 
Friedman, R.: Bismuth pigmentation of buccal 
mucosa; healed carcinoma and gumma of 
tongue, 588 
Recurrent bullous eruption on _ penis 
scrotum due to phenolphthalein, 588 
Frost, K.: Case for diagnosis, 910 
Sporotrichotic chancre, *61 
Fungicides, fungicidal properties of certain 
clinically recognized fungicides; laboratory 
determinations using the Strickler-Borneman 
apparatus and the Henal vaccum vaporizer, 
*836 
‘ungus : 
Moniliasis ; 
etc. 
fungicidal action of some 
tants on two dermatophytes, *15; 
761 
infection, 
infection, case for diagnosis: granuloma an 
nulare or fungus infection, 431 
infection with involvement of bone, 904 
yeastlike fungi found on skin and in intestines 
of normal subjects; survey of 100 persons, 
*539 


hyperpyrexia pro- 


(fibroma with an 


with formation of 


and 


See also Actinomycosis ; Blastomycosis : 
Mycosis; Oidium; Ringworm ; 


common disinfec- 
correction, 


905 


Dae 
Furunculosis, case for diagnosis, 126 


Gamma rays. biologic action, 575 
Gandy, D. T Nitritoid crisis due to bismuth 
report of case, *780 
Gangrene, dry, of face, 567 
progressive post-operative cutaneous gangrene, 
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Garner, V. C.: Tuberculous laryngitis with 
tuberculoma of tongue (tuberculous fissure), 
132 
Gasoline, ethyl, dermatitis caused by, *174 
Gastro-intestinal tract, frequency of syphilis in 
diseases of digestive system, 83 
Gaul, L. E.: Clinica! spectroscopy; study of 
biopsy material taken from patients receiv- 
ing gold sodium thiosulphate, *790 
Gerson-Herrmannsdorfer diet: See Tuberculosis 
Gilman, R. L.: Keratosis palmaris et plantaris 
with contractures, 299 
Lichen planus zosteriforme, 587 
Gilmour, A. J.: Scleroderma, 890 
Tuberculosis verrucosa cutis, 120 
Glasscock, E. L.: Leishmaniosis or rhinopharyn- 
gitis mutilans, 423 
Parapsoriasis ; mycosis fungoides, 421 
Glaucoma, naevus flammeus of face associated 
with glaucoma, 406 
Glossina, transmissibility of tryparsamide-re- 
sistance through glossina, 401 
Gold compound, dermatitis exfoliativa following 
injections of, 108 
dermatitis or lupus erythrematosus, 886 
discoid lupus erythematosus, with generalized 
erythema (disseminated lupus erythematosus 
or toxic erythema from gold), 601 
modification of therapy with gold compounds 
in lupus erythematosus; preliminary com- 
munications, *544 
salts, drug eruption; reaction to bismuth and 
gold salts, report of case, *820 
sodium thiosulphate, clinica: spectroscopy ; 
study of biopsy material taken from patients 
receiving gold sodium thiosulphate, *790 
Goldman, L.: Nickel eczema, *688 
Goodman, H.: Dermatitis venenata, 275 
Erythema multiforme haemorrhagicum 
sum, 894 
Lupus vulgaris and carcinoma, 111 
Quantitative estimates of hydrogen sulphide in 
lotions used in treatment of acne, *847 
Gout, gouty tophi, 445 
uric acid and psoriasis, 720 
Granuloma annulare, 452 
annulare, atypical lichen planus of 
simulating granuloma annulare, 404 
annulare, case for diagnosis: granuloma 
nulare or fungus infection, 431 
annulare, demonstration of tubercle bacilli in 
circulating blood by Lowenstein’s method in 
various forms of tuberculosis of skin, lupus 
erythematosus and granuloma annulare, 575 
coccidioidal granuloma, report of case origi- 
nating in western Texas, *175 
fissuratum, 751 
fissuratum, Sutton (granuloma telangiectodes 
fissuratum) ; report of case, *521 
fungoides, 405 
inguinale, 300, 418, 593, 896 
inguinale; latent syphilis; 
thritis, 912 
inguinale, specific effect of 
din) on, 861 
of gum, 91 
telangiectaticum in South Baden, 865 
Greenbaum, S. S.: Acute cutaneous infection 
associated with agranulocytosis or agranu- 
lemia, 135 
Lupus erythematosus, 
lichen spinulosus, 135 
Onychomadesis due to acute lichen planus, 133 
Papulonecrotic tuberculid associated with 
active tuberculosis, 588 
Greene, L. B.: Angioma cavernosum serpigino- 
sum, removed by ultraviolet therapy, 426 
Greenhouse, C.: Pityriasis rosea; report of case 
showing gigantic herald plaque with unusual 
manifestations, *823 
Griggs, L.: Papulonecrotic tuberculid associated 
with active tuberculosis, 588 
Subungual exostosis, 585 
Gross, P.: Acrodermatitis chronica atrophicans, 
291 
Atypical psoriasis, 290 


bullo- 


forhead 


an- 


gonorrheal ure- 


“Fouadin” (Fua- 


seborrheal type and 
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Gross, P.—Continued 
Papulonecrotic tuberculids associated wita 
erythema induratum and livedo racemosa, 
118 


Psoriasis, dermatophytosis or acrodermatitis 
continua suppurativa (Hallopeau), 888 
Guequierre, J. P.: Carcinoma; metastases of 

skin, 585 
Ichthyosis hystrix, 582 
Linear nevus, 582 
Nodulo-ulcerative gumma of knee simulating 
lupus vulgaris, 584 
Gumma, 276, 434, 745, 873 
bismuth pigmentation of buccal mucosa; 
healed carcinoma and gumma of tongue, 588 
finger, 281 
multiple, 578, 895 
nodulo-ulcerative gumma 
lupus vulgaris, 584 
scalp (multiple), 897 
syphilis with disappearance of 
symptoms after appearance 
gummas, 433 
tic as result of muscular gumma, 865 
tongue, with beginning malignancy, 91 
Gums, granuloma of gum, 91 


of knee simulating 


meningeal 
of multiple 


Hagebusch, O. E.: Pityrosporon of Malassez, 
*855 


Hair, hereditary canities and vitiligo, *697 
hypertrichosis, alopecia, psoriasis and endo- 
crine dysfunction, 896 
perifolliculitis capitis, 261 
regrowth of hair following administration of 
cystine in form of hydrolyzed wool, 296 
Halloran, C. R.: Case for diagnosis, 414 
Hansen’s Disease: See Leprosy 
Harris, J. H.: Morphea, 885 
Mycosis fungoides, 877 
Penile lesion associated with 
testis, 447 
Hasselmann, C. M.: 
tion as point of 
syphilis and yaws 
Heart disease, telangiectases 
chronic cardiac disease, 299 
Heat allergy; erythema caloricum associated 
with a remote reaction to heat, *168 
Hecht, J.: Pustular psoriasis (acrodermatite 
continué of Hallopeau), 288 
Hemangioma, 755 
multiple hemangiomas showing certain malig 
nant characteristics in 7 


tuberculosis of 


Uleer of leg; its localiza- 
differential diagnosis in 
endemic countries, *41 
associated with 


infant, 711 
Hemihypertrophy and naevus flammeus et vari- 
cosus, 752 
Henal vacuum vaporizer, fungicidal properties 
of certain clinically recognized fungicides; 
laboratory determinations using the Strick- 
ler-Borneman apparatus and the Henal 
vacuum vaporizers, *836 
Henderson, K. L: Excretion of bismuth in 
series of clinical bismuth treatments, *615 
Hermannsdorfer-Sauerbruch-Gerson Diet: See 
under Tuberculosis 
Herpes gestationis, *782 
inoculation with patient’s own 
identfy virus of herpes, 865 
treatment of neurosyphilis with herpes virus 
and of malaria with nonspecific protein, 721 
zoster, relationship between viruses of zoster 
and varicella as demonstrated by comple- 
ment-fixation reaction, 401 
zoster with generalized vesicular lesion, 453 
Hidrosadenitis: See under Sweat and Sweat 
Glands 
A. M.: Hereditary ectodermal dysplasia 
of anhidrotic type: report of case, with re- 
sults of biopsy, *66 
Hirsutism: See under Hair 
Hodgkin’s Disease: See Lymphogranuloma 
Hollander, L.: Hereditary canities and vitiligo, 
*697 
Mikulicz’s disease, 288 
Pustular psoriasis (acrodermatite continué of 
Hallopeau), 288 
Tularemia, 287 


sputum to 


Hill, 
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Hopkins, A. M.: Yeastlike fungi found on 
skin and in intestines of normal subjects; 
survey of 100 persons, *532 

Hopkins, J. G.: Lichen scrofulosorum 
spinulosus-like lesions, 107 

Howard, R. L.: Excretion of bismuth in series 
of clinical bismuth treatments, *615 

Herpes gestationis, *782 

Hydroa vacciniforme, 863, 890 

Hydrogen ion concentration of topical prepara- 
tions commonly employed in dermatology, 
*149 

sulphide, quantitative 
sulphide in lotions 
acne, *847 

Hyperglycemia : 

Hyperhidrosis : 
Glands 

Hyperpyrexia : 
apy 

Hyperthyroidism: See under Thyroid 

Hypertrichosis : under Hair 

Hypertrophy, hemihypertrophy and naevus flam- 
meus et varicosus, 752 

total unilateral hypertrophy, 567 


with 


estimates of hydrogen 
used in treatment of 


See Blood, sugar 


See under Sweat and Sweat 


See under Fever; Malaria ther- 


See 


ichthyosis hystrix, 582 
ichthyosiform  erythroderma (eryihrodermie 
congenitale ichthyrosiforme of Brocq, kera- 
tosis rubra congenita of Rille), 240 
Impetigo, treatment, 402 
Industrial anthrax, 716 
dermatitis, 717 
injury, foreign 
72 
Infants, subcutaneous fat necrosis of newborn, 
738 
Inflammation, studies on inflammation: factor 
in invasiveness by pyogenic bacteria, 714 
Insulin, local effect of insulin on cancer of 
skin, 82 
Intestines, yeastlike fungi 
in intestines of normal 
100 persons, *532 
Iodides, effect of iodides on 
action, *153 
lodine, fungicidal action of some common 
infectants on two dermatophytes, *15 
iododerma, 109 
Irgang, S Bismuth compounds in treatment of 
active syphilis; clinical and laboratory 
study of, 286 cases of cutaneous syphilis, 
*320 


Ivy, Poison: See 


body peppering of skin as, 


skin and 
survey of 


found on 
subjects ; 


organic luetin re- 


dis- 


under Rhus 


Jacobson, H. P.: Lupus erythematosus (Usher- 
Senear type) associated with unusual com- 
plications, 911 

Jacoby, R.: Lupus erythematosus disseminatus, 
75 

Jamieson, R. C.: Lymphoblastoma, 

Tuberculosis cutis, 286 

Johnson, D. W.: Dermatitis 

gasoline, *174 
Granuloma annulare? fungus infection? 431 

Jones, J. W.: Modification of therapy with gold 
compounds in lupus erythematosus; pre- 
liminary communication, *544 

Juxta-articular nodules, 442 


caused by ethyl 


See Xeroderma pigmentosum 
Kaposi's sarcoma, 283 
pityriasis rosea, 282 
Karelitz, M. B..: Vitiligo from arsphenamine 

dermatitis and from arsenic of unknown 

origin; arsenic findings in blood, urine and 

skin, *642 
Kell, ¥. C.: 


Kaposi's Disease: 
Karcher, E. W.: 
Parapsoriasis or 


Dermatitis vegetans, 875 
Keil, H.: Relationship between lupus ery- 
thematosus and tuberculosis; critical re- 
based on observations at necropsy, 


L.: Pemphigus of Senear-Usher type, 


hypertrophic scar? 598 
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Keratitis and rosacea of cornea, 294 
interstitial, first appearing after 
inunctions, 136 
syphilitic, in rabbits produced by bulbar sub- 
conjunctivai inoculation with spirochete. 
and distribution of spirochetes in tissue, 724 
Keratodermia, keratodemies. punctuées (Man- 
toux): keratodermia disseminata palmaris 
et plantaris (Buschke and Fischer), 903 
Keratosis follicularis (Darier), 107, 420 
follicularis spinulosa decalvans, 241 
palmaris et plantaris, 289 
palmaris et plantaris with contractures, 299 
Kesten. B. M.: Keratosis follicularis (Darier), 
107 
Kidney, syphilitic nephrosis, 84 
King, A. PD.: A case for diagnosis 
losis), 756, 757 
Kingsbury, J.: Leprosy, 116 
Klauder, J. ot Acrodermatitis 
chronicus, 586 
Dermatitis exfoliativa, 295 
Dermatitis herpetiformis, 294 
Interstitial keratitis first 
mercurial inunctions, 136 
Regrowth of hair following administration of 
cystine in form of hydrolyzed wool, 296 
Rosacea of cornea and keratitis, 294 
Koetter, G. F.: Fixed erythema, 413 
Kraurosis vulvae, 748 
Kurtz, F. H.: Pityriasis rosea: 
suggested contagiousness and of 
experimental transmission, *13 


mercurial 


(tubercu- 


atrophicans 


appearing sfter 


account of 
attempted 


Lain, E. 8.: 
Lane, J. E.: 
*10 
Hidrosadenitis axillaris of Verneuil, *609 

Joseph Jacob Plenk, *193 
Lapowski, B Pemphigus, 270 
Psoriasis, 270 
La Rocco, C. G 
913 


Xanthomatosis multiplex, 425 
Acne necrotica miliaris of scalp, 


Multiple sarcoids of Boeck, 
Larynx, tuberculous laryngitis with tuberculoma 
of tongue (tuberculous fissure), 132 
Lashinsky, I. M.: Dermatitis herpetiformis, 878 
Lichen planus showing xanthoma-like colora- 
tion (diabetes mellitus), 881 
Lawless, T. K.: Colloidal mercuric 
clinical study, *475 
Laymon, C. W.: Culture of tubercle 
by Léwenstein method, *35 
Leishmaniasis, infection of phlebotomus 
tipes from dermal leishmania, 862 
or rhinopharyngitis mutilans? 423 
Leprosy, 116 
blood changes in, 83 
chaulmoogra oil and its derivatives 
macular anesthetic type, 117 
report of 3 cases, particularly in regard to 
presence of bacillemia, 573 
Leukemia cutis associated with 
Kemia, 869 
Leukoderma: See Vitiligo 
Leukokeratosis: See Leukoplakia 
Leukoplakia of buccal mucosa and 
tosis of tongue, 435 
Levin, E. A.: Calcification of 
cutaneous tissues (calcinosis), *510 
Levin, O. L.: Hydrogen ion concentration of 
topical preparations commonly employed i 
dermatology, *149 
Lichen planus atrophicus and lichen planus in 
sear, 906 
Lichen scrofulosorum, 893 
Lichen scrofulosum and papulonecrotic tuber- 
culid, 892 
Lupus vulgaris, 903 
Purpura annularis telangiectodes ; 
case with autopsy, *384 
Tuberculosis cutis appearing in 
894 
Levine, B 
cans, 257 
Neurotic excoriations? 261 


sulphide ; 
bacillus 


argen- 


in, 862 


lymphatic leu- 


leukokera- 


skin and su 


report of 
skin graft, 


Acrodermatitis chronica atrophi- 
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Lewis, G. M.: Benign 
Lupus erythematosis 
mentosa (gold), 886 
Onychomycosis, 888 
Parapsoriasis; psoriasis, 883 
Pseudoxanthoma elasticum and 
streaks; disease syndrome with 
on literature and report of case, *546 
Lichen nitidus, 94, 266, 739 
nitidus or tuberculid, 290 
obtusus corneus, 727 
planus, 142, 247, 576, 


cystic 
(?); 


725 


planus and psoriasis, 888 
planus atrophicus and iichen planus in scar, 
903 


planus, atypical, of forehead simulating gran- 
uloma annulare, 404 
planus, clinical variants of 
of skin, *190 
planus, nature of, 718 
planus of buccal mucosa, 98 
planus, onychomadesis due to 
planus, 133 
planus radiodermatitis or 
atrophicans, 740 
planus showing xanthoma-like 
(diabetes mellitus), 881 
planus with prurigo-like 
planus with vesicles, 280 
planus zosteriforme, 587 
ruber planus, treatment by hypnosis, 720 
sclerosis et atrophicus (Hallopeau), 440 
scrofulosorum, 89% 
scrofulosorum and papulonecrotic 
892 
scrofulosorum 
107 
spinulosus and lupus 
rheal type, 135 
Light, persistent hypersensitivity to light after 
intravenous injections of trypaflavine, 236 
Lingua: See Tongue 
Lip, cancer, 228 
chancres, multiple, on lips and genitalia, 302 
Livedo racemosa; papulonecrotic tuberculids as- 
sociated with erythema induratum and 
livedo racemosa, 118 
Liver extract therapy in pellagra, 400 
Loewenthal, L. J. A.: New cutaneous mani- 
festation in syndrome of vitamin A defici- 
ency, *700 
Loomis, E. C.: Excretion of bismuth in series 
of clinical bismuth treatments, *615 
Lord, L. W.: Anterior lobe pituitary 
in treatment of alopecia, *381 
Oil of cadeberry; little known drug 
valuable in certain dermatoses, *29 
Lotio sulphurata, formula for, *709 
sulphurata quantitative estimates of hydrogen 
sulphide in lotions used in treatment of 
acne, *847 
Loveman, A. B.: Unusual dermatosis following 
section of fifth cranial nerve, *369 
Luetin Test: See under Syphilis 
Lungs, syphilis of, 84 
Lupoid of Boeck, 744 
Lupus: See also Tuberculosis 
culture of tubercle bacilli from lupus lesions 
of patients under Gerson-Hermannsdorfer- 
Sauerbruch diet, 410 
disseminated miliary lupus, 409 
erythematosus, 144 
erythematosus, acute, 76 
erythematosus, acute, disseminated, 5 fatal 
cases, 238 
erythematosus, acute, disseminated, 
staphylococcal pyemia in child, 235 
erythematosus and probable pulmonary tuber- 
culosis, 293 
erythematosus and syphilis, 741 
erythematosus, chloesteremia in, 719 
erythematosus, clinical forms and therapeusis, 
84 


familial 


acute lichen 
coloration 


lesions, 242 


tuberculid, 


with spinulosus-like lesions, 


erythematosus, sebor- 


extract 


that is 


with 


erythematosus, demonstration of tubercle 
bacilli in circulating blood by Lowenstein’s 
method in various forms of tuberculosis of 
skin, lupus erythematosus and granuloma 
annulare, 575 


TO 
epithelioma, S889 


dermatitis medica- 


angioid 
comments 


diseases 


acrodermatitis 
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Lupus—Continued 
erythematosus, demonstration of tubercle 
bacilli by method of Ramel in, 720 
erythematosus, discoid lupus erythematosus, 
with generalized erythema (disseminated 
lupus erythematosus or toxic erythema from 
gold), 601 
erythematosus disseminatus, 257, 581, 751 
erythematosus, extensive, 120 
erythematosus, modification of therapy with 
gold compounds in lupus erythematosus: 
preliminary communication, *544 
erythematosus of palpebral conjunctiva, 243 
erythematosus or dermatitis medicamentosa 
(gold), 886 
erythematosus pemphigoides, 94, 742 
erythematosus; radiodermatitis ; squamous cell 
carcinoma, 288 
erythematosus, relationship between lupus ery- 
thematosus and tuberculosis; critical re- 
view based on observations at necropsy, 
*765 
erythematosus, seborrheal 
spinulosus, 135 
erythematosus (Usher-Senear type) 
with unusual complications, 911 
miliaris and sarcoid in Negro, 455 
sarcoma of lupus scar, 235 
sarcoma, fatal case, 235 
tuberculosus rupioides 
ceus), 84 
vulgaris, 90, 903 
vulgaris and carcinoma, 111 
vulgaris, nodulo-ulcerative gumma 
simulating lupus vulgaris, 584 
vulgaris or tuberculosis of skin, 253 
vulgaris, results of treatment, 116 
Lymph Nodes, histologic changes in 
glands in cancer, 83 
aleukemic lymphadenosis cutis, 731 
cutaneous changes in aleukemic 
nosis, 574 
lymphatic participation in human cutaneous 
phenomena: study of minute lymphatics of 
living skin, 862 
lymphogranuloma inguinale of tongue and 
cervical glands; report of case, *810 
Lymphangioma circumscriptum, 131, 269, 747 
Lymphangitis, chronic lymphangitis due to 
tinea, 448 
complicating tinea, 900 
Lymphoblastoma, 577, 899 
Hodgkin's type, 871 
Lymphogranuloma: See also Granuloma 
cutaneous allergy and lymphogranulomatous 
antigens, *32 
etiology of Hodgkin's disease, 81 
inguinale, 292, 590, 591 
inguinale and seronegative 
590 
inguinale: anorectal syndrome, 259 
inguinale; esthiomene, 589 
inguinale, extragenital infection with virus of 
lymphogranuloma inguinale, *376 
inguinale, increased frequency and its treat- 
ment, 241 
inguinale infection of monkeys, 242 
inguinale, intradermal treatment, preliminary 
report, *42 
inguinale, lymphopathia venerea, 79 
inguinale of tongue and cervical glands, re- 
port of case, *810 
inguinale, spontaneous 
venerea, 711 


type and lichen 


associated 


serpiginosus (ostra- 


of knee 


lymph 


lymphade- 


primary syphilis, 


recovery, 589 


MackKee, G. M.: 
603 
lichen planus, 142 
Madden, J. F.: Adenoma sebaceum, 263 
Argyria, 264 
Carcinoma of penis, 265 
Epithelioma beginning at age of 14, 264 
Nodulo-ulcerative tertiary syphilis of legs, 
265 
Pityriasis lichenoides chronica, 262 
Pyodermia, 263 
Magnesium, réle of sodium, potassium, calcium 
and magnesium in cancer, 711 


Dermatitis artefacta, 96, 145, 
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Malaria therapy, effect on neurosyphilis 
(possibility of demonstrating effectiveness 
of treatment by means of epinephrine probe 
test), 865 

therapy neurosyphilis, 861 
therapy neurosyphilis with herpes virus and 
of malaria with nonspecific protein, 721 
Maloney, E. Lichen nitidus, 94 
Lupus erythematosus pemphigoides, 742 

Markowitz, M.: Alopecia congenitalis heredita- 

ria verticis, 587 
Lymphoangioma circumscriptum, 131 

Matches, dermatitis venenata due to 
594 

Melanocarcinoma, 444 

Melanoderma: See Pigmentation 

Melanoma of scalp, 399 

Mella, S. E.: Granuloma inguinale, 

Pseudoxanthoma elasticum, 419 

Mercuric sulphide, colloidal mercuric sulphide ; 
clinical study, *475 

Mercury, interstitial keratitis first 
after mercurial inunctions, 136 

Metasyphilis: See Syphilis, congenital 

Michelson, H. E Aleukemic lymphadenost!s 
cutis, 731 

Anorectal syphiloma or 
tiva, 746 

Arsenical dermatitis and secondary syphilis, 
267 

Carcinoma of male breast, 748 

Case for diagnosis (acrodermatitis 
pustular psoriasis [Hallopeau]) 

Gummas, 745 

Kraurosis vulvae, 748 

Lupoid of Boeck, 744 

Nodular syphilis; sarcoid, 74 

Papular necrotic tuberculid, 7 

Mikulicz’ disease, 288 

Milia, calcified milia, 597 

Milk, effect of heat on 
milk, 76 

Wassermann 

Miller, T. H.: 
under treatment, 

Mitchell, J. H.: Anal dermatitis due to resorcinol 
in anusol suppositories: 2 cases of positive 
patch tests with anusol suppositories and 
with resorcinol, 73 

Case for diagnosis, 

Lichen planus, 247, 72 

Superficial epithelioma 
252 

Telangiectasia due to roentgen therapy 
of chest and possible malignancy of 
mammary gland, 729 

Molds : Fungus 

Moles: Nevus 

Molesworth, E. H Cancer of lip, 

Monahan, E. P.: Pityriasis rubra of Hebra, 417 

Monilia albicans infection of skin, *532 

Moniliasis, 124, 744 

mouth, 602, 749, 880 
mouth, fingers and face, 749 
Morphea: See also Scleroderma 
Morphea, 747, 885 
guttata, 138 
scleroderma (diffusum 
morphea), 273 

Mouth diseases; periadenitis 

recurrens, 867 
monilia infection of, 749, 

Mucous Membranes, prognostic 
presence of involvement of 
branes in pemphigus, 240 

Vincent’s infection of, 300 

Mycetorula, onychomycosis due to 

Mycosis: See also Actinomycosis; 
cosis 

bacterial pseudomycoses, 572 

fungi in superficial mycoses 

fungicidal action of some common disin 
fectants, *15; correction, 761 

fungoides, 86, 121, 415, 446: correction to 
article on p. 446, 761, 877, 901 

fungoides, case for diagnosis, 104, 455 

fungoides; parapsoriasis, 421 


matches, 


418 


appearing 


tuberculosis colliqua- 


continua, 


266 


$5 


antigenic properties of 


human milk, 87 
syphilid recurring 


reaction of 
Seconda ry 
285 


basosquamous type, 


fibrosis 
right 


See 
See 


PPR 


associated with 


mucosa necrotica 


602, 880 
significance of 
mem- 


mucous 


R64 


Blastomy- 


in children, 244 
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Mycosis—Continued 
fungoides with involvement of 
cranial nerves, 242 
late syphiiid simulating dermatophytosis, 290 
psoriasis or acrodermatitis continua suppura- 
tiva (Hallopeau), 888 
vitiligo: clinical and histologic 
consideration of pinta, *497 
Myers, W. A.: Tuberculid, 428 
Myxedema, circumscribed myxedema associated 


brain and 


study with 


with hyperthyroidism, 237 


Nails, anatomy of, 408 
nature of transverse mark in 
arsenical polyneuritis, 722 
onychogryphosis ; report of unusual case, *807 
onychomadesis due to acute lichen planus 
133 


nails in 


onychomycosis, 888 
onychomycosis due to Mycetorula, 864 
pigment in nails during hyperthyroidism, 2 
subungual exostosis, 585 
Necrobiosis lipoidica, pathogenesis of 
osis lipoidica diabeticorum 
heim, 572 
Neoarsphenamine : 


necrobi- 
Urbach-Oppen- 


See Arsphenamine 
Nerve, dermatosis following section of 
cranial nerve, *369 
Nervous System, Syphilis: 
Netherton, E. W.: 

suppurative panniculitis, 258 
Scleroderma with atrophy, 592 
Neuraxitis: See Encephalitis 
Neuritis, multiple: nature of transverse 
in nails in arsenical polyneuritis, 722 
Neurodermatitis, erythema caloricum associated 
with remote reaction to heat (neuro 
dermatitis dyshidrosis) ; heat allergy 
*168 
or irritant dermatitis? 80 
Neurofibromatosis (Recklinghausen’s 
251, 424 
characteristics 


fifth 


See Syphilis 


Relapsing nedular non- 


mark 


and 


disease) 


(“‘charakterbild’’) of 
with neurofibromatosis, 574 
Neurosis, neurotic excoriations ? 
Neurosyphilis: See Syphilis 
Nevus, blue: See Angioma 
case for diagnosis (pigmentation of 
nodular nevoid lesions of thigh), 739 
flammeus, case of naevus fiammeus of 
associated with glaucoma, 406 
flammeus et varicosus; hemihypertrophy 
linearis, 579, 582 
lymphangiomatosus, 144 
multiple, 755 
pigmented 


patients 


261 


neck ; 


face 


nevi in 
dermoids, 86 
pigmentosus et papillomatosus with underlying 
inflammation, 748 
sebaceus, 292 
sebaceus of face, 718 
syringocystadenomatosus 
ther), 865 
New-Born: See 
Nickel eczema 
inherent sensitivity of 
cobalt (allied elements in 
periodic system), 400 
“914,” calcium thiosulphate in 
complications of “914” = and bismut! 
administration in syphilis. 403 
Nicolas-Favre’s Disease: See Lymphogranuloma 
inguinale 
Nirvanol sickness and chemical allergy, 567 
Nitritoid crisis following injection of 
streptococcus vaccine, 404 
Nodes; noduli cutanei, 880 
Nomland, R.: Lichen planus, 24 
Macular atrophy, 101 
Mycosis ‘ungoides, 104 
Prurigo nodularis, 728 
Sarcoid, 103 
Superficial epithelioma, basosquamous ty 
9x9 


epidermis f ovarian 


papilliferus (Wer- 


Infant, New-Born 
FURR 
skin to nickel 


group 


and 
Vil 


treatment of 


anti 


D 
pe 


252 
Nupercaine, dermatitis due to, 860 


uleers caused by nuts (black 


Nuts, aphthous 
walnuts), 427 
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Ecthyma due to Strepto- 


102 


Obermayer, M. E.: 
coccus haemolyticus, 
OBITUARIES: 

Bathurst, William R., 859 
Lord, Jere Williams, 74 
See diseases 
albicans 


Industrial 


Occupational Diseases: 
oidium 


Oidium albicans, rare form of 
infection of tongue, 240 
Oils, relation of carcinogenicity of mineral oils 

to certain physical and chemical charac- 
teristics of these oils, 714 
Oliver, E. A.: Cutis’ verticis 
acromegaly, 726 
Lichen obtusus corneus, 727 
Poikiloderma or idiopathic atrophy 
poikiloderma-like changes, 438 
Oliver, E. L.: Gumma of finger, 281 
Lichen planus with vesicles, 280 
Ocular pemphigus, 279 
Onychia ; Onychogryphosis ; 
See under Nails 
Oriental Sore: See Leishmaniasis 
Ormsby, O. S.: Bullous dermatitis (pemphigus ?), 
246 
Oulmann, L.: 
laris, 885 
Syphilis, with 
symptoms after 
gummas, 433 
Ovary, pigmented 
dermoids, 8&6 
Oviedo y Valdes, 1478-1557, skin diseases in 
new world from Oviedo y Valdes, 1478-1557, 
soo 


gyrata and 


with 


Onychomycosis : 


Poikiloderma atrophicans vascu- 


meningeal 
multiple 


disappearance of 
appearance of 


nevi in epidermis of ovarian 


Pace, E. R.: Macular atrophy, 443 
Psoriasis appearing at age of 82 
Pakula, 8S. F.: Erythrodermia; congenital, 
ichthyosiform, of hystrix type, 429 
Panniculitis, relapsing nodular nonsuppurative 
panniculitis, 258 
Paraffinoma (foreign body tumor), 872 
Parapsoriasis, 89, 235, 456 
acuta, so-called parapsoriasis acuta (pityriasis 
lichenoides et varioliformis acuta), 865 
clinical variants of familiar diseases of skin, 
*190 
lichenoides, 


years, 443 


rare cases presenting progressive 
idiopathic atrophy of skin simultaneously 
with cancer of skin, scrofuloderma and 
parapsoriasis lichenoides, 409 
or congenital syphilis, 277 
or mycosis fungoides, 421 
or pityriasis rosea, 282 
or psoriasis, 8&3 
varioliformis, 268, 451 
Pardo-Castello, V.: Chancroid; its prevalence ; 
its treatment with specific vaccines, *155 
Skin diseases in the new world from Oviedo 
y Valdes, 1478-1557, *22 
Parounagian, M. B.: Extensive 
thematosus, 120 
Leukoderma syphiliticum, 
Nodular syphilid with 
tibiae, 123 
Pascher, F.: Ragweed dermatitis; report of 2 
cases, *223 
Paul, 8S. B.: 
cutaneous tissues 
Peck, S.: Erythrodermia 
psoriasis), 874 
Pellagra, 301 
chemicai nature of toxin which causes 
pellagra and discovery of thiosulphate treat- 
ment of pellagra, 407 
chemical peculiarity of pellagra blood 
iodin decolorization), 860 
erythrocytes in, 399 
investigation of, 723 
parenteral liver extract therapy in, 
Pemphigus, 270, 276, 420 
gravidarum and diabetes insipidus, 
malignant, 76 
ocular, 279 
of Senear-Usher type, 578 
or bullous dermatitis, 246 


lupus ery- 


122 


both 


generalized, 
periostitis of 


Calcification of skin and sub- 


(calcinosis), *510 
psoriatica (universal 


(rapid 


400 


407 
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Pemphigus—Continued 
prognostic significance of presence of involve- 
ment of mucous membranes in pemphigus, 
240 
vegetans, 416 


vuigaris and foliaceus, 907 


vulgaris of 4 years’ duration apparently cured, 
427 


vulgaris with extensive pigmentation in 
Negress, 740 
Penis, carcinoma of, 265 
recurrent bullous eruption 
phthalein, 588 
Pentz, W. R.: Vital reactions of pulp of teeth 
in syphilis produced by induced currents; 
preliminary report of 110 cases, *163 
Periadenitis mucosa necrotica recurrens, 867 
Perifollicultis capitis, dissecting cellulitis of 
sealp (perifolliculitis capitis abscedens et 
Suffodiens-Hoffmann), 261 
Periostitis, nodular syphilid with periostitis of 
both tibiae, 123 
Periphlebitis nodularis necroticans, 890 
Perlstein, 0O.: Intradermal treatment of 
lymphogranuloma inguinale; preliminary re- 
port, *42 
Macular atrophy, 445 
Onychogryphosis: report of an unusual case, 
*807 
Poikiloderma atrophicans vasculare, 735 
Sarcoid, 3 
Tuberculosis of skin: 253 
Perspiration: See under Sweat 
Glands 
Petrolatum, ultraviolet irradiated petrolatum, 77 
Phenolphthalein eruption, 758 
eruption, clinical variants 
eases of skin, *190 
intoxication, 861 
recurrent bullous eruption on 
scrotum due to, 588 
Phlebotomus, peculiar dermatitis caused by bite 
of phlebotomus; occurrence of phlebotomus 
in Hungary, 242 
Pickett, W. J.: Experimental alopecia; 
tribution to study of alopecia areata, 
Pigmentation, case for diagnosis (pigmentation 
of neck; nodular nevoid lesions of thigh), 
739 
due to bismuth, 412 
hereditary canhities and vitiligo, 
Schamberg’s progressive pigmentary dermatitis, 
9 


due to phenoi- 


lupus vulgaris, 
Sweat and 


of familiar dis- 


penis and 


con - 
*53 


*697 


add 
unusual, of skin, 123 
yellow pigmentation 
carotenemia, 410 
Pillsbury, D. M.: Hemangioma, 
Scleroderma, 753 
Scleroderma with pigmentation ; Addison's dis- 
ease, 754 
Pinta: See under Mycosis 
Pituitary body, basophilic adenoma of pituitary 
(pituitary basophilism-Cushing syndrome), 
79 
Pituitary 
tract in 
Pityriasis lichenoides chronica, 
lichenoides et varioliformis 
parapsoriasis acuta), 865 
rosea; account of suggested contagiousness 
and of attempted experimental transmission, 
*13 


of skin accompanying 


extract, anterior lobe pituitary ex- 
treatment of alopecia, *381 

106, 252, 303 
acuta (so-called 


rosea, clinical variants of familiar diseases 
of skin, *190 

rosea in a Negro, 127 

rosea-like form of lichen planus, 884 

rosea or parapsoriasis, 282 

rosea; report of case showing gigantic herald 
plaque with unusual manifestations, *823 

rosea; report of case with lesions of palms 
and soles, 236 

rosea, toxic erythema? 
phicans, 884 

rubra of Hebra, 417 

rubra pilaris, 743, 881 

rubra pilaris and tertiary syphilis, 

rubra pilaris in man with latent 
450 


poikiloderma atro- 


121 
syphilis, 
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Pityriasis—Continued 
so-called pityriasis lichenoides et varioliformis 
acuta, 406 
versicolor, depigmenting, 241 
Pityrosporon of Malassez, *855 
Plenk, Joseph Jacob Plenk, *193 
Plunkett, O. A.: Sporotrichotic chancre, *61 
Poikiloderma atrophicans, 884 
atrophicans vascularis, 735, 885 
or idiopathic atrophy with poikiloderma-like 
changes, 438 
Poison Ivy: See Rhus toxicodendrom 
Polyneuritis See Neuritis, multiple 
Porokeratosis mibelli, peculiar case of 
keratosis Mibelli with corneomas, 572 
Porrigo amiantacea, 746 
Postgraduate course in dermatology, 73 
Potassium, réle of sodium, potassium, calcium 
and magnesium in cancer, 711 
Proteose, specificity of urinary proteose, 
treatment of diseases of skin, 403 
Prurigo, case of prurigo-like eruption, 95 
eczema-prurigo, 406 
nodularis, 728 
treatment of prurigo-strophulus by 
dermal injections of Witte’s peptone, 
Pseudomycosis: See Mycosis 
Pseudoscleroderma, idiopathic 
scleroderma, with secondary 
105 
Pseudoxanthoma 
elasticum and 


poro- 


403 


intra- 


239 


atrophy, pseudo- 
epithelioma, 


elasticum, 419 
angioid steaks; disease syn- 
drome with comments on literature and re- 
port of case, *546 
Psoriasis, 270, 883 
alopecia, hypertrichosis, 
function, 896 
and arthropathia psoriatica, 574 
and lichen planus, 888 
appearing at age of 82 years, 443 
atypical, 290 
case for diagnosis (acrodermatitis continua, 
pusular psoriasis [Hallopeau]), 266 
chemical investigation, 719 
dermatophytosis or acrodermatitis 
suppurativa (Hallopeau). 888 
favorable influence of exfoliative 
complicating psoriasis, 717 
in full-blooded Negro, 870 
localized on fingers, 751 
of mucous membranes; report 
review of literature, *488 
or tuberculosis verrucosa cutis, 883 
postarsphenamine, 718 
pustular, 116, *682 
pustular, (acrodermatite 
lopeau), 288 
pustular, of extremities, 239 
treatment with injections of 
in alechol, 864 
treatment with soda baths, 720 
universal psoriatica, 874 
uric acid and gout, 720 
vulgaris, allergic nature, 574 
Purpura annularis telangiectodes, report of case 
with autopsy, *384 
postarsphenamine nitritoid crisis and purpura, 
718 
unusual case, 719 
Pyemia, acute disseminated lupus erythematosus 
with staphylococcal pyemia in child, 235 
Pyodermia, 263 


and endocrine dys- 


continua 


dermatitis 


of 2 cases with 


continué of Hal- 


> 


scales suspended 


Radiodermatitis, 117, 136 
case for diagnosis (lichen planus: radio- 
dermatitis: acrodermatitis atrophicans), 740 
Grenz ray therapy in dermatology, 240 
lupus erythematosus; squamous cell 
cinoma, 288 
Radiotherapy, Treatment by method rather than 
diagnosis [editorial], 397 
Radium: See Radiodermatitis ; 
of diseases 
Ragweed dermatitis, report of 2 cases, 
Raiziss, G. y Therapeutic efficiency of 
bismarsen in experimental syphilis in rab- 
bits: comparison with arsphenamine, *389 


car- 


and under names 


#999 
o<) 
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H.: Clinical 
of skin; 
si rosea ; 

psoriasis, *190 
Drug eruption; reaction to bismuth and gold 
salts, report of case, *820 

Rauschkoib, J. E.: Excretion 

series of clinical bismuth 

Raynaud’s disease, 79 
in 8 year old child, 718 

Recklinghausen’s Disease: See Neurofibromatosis 

Resorcinol, anal dermatitis due to resorcinol in 

anusol suppositories: 2 cases of positive 
patch tests with anusol suppositories and 

with resorcinol, 737 

Reticuloendothelial “‘blockade’’ and splenectomy, 

effect on experimental trypanosomiasis and 
syphilis and chemotherapeutic properties of 
arsphenamine and neoarsphenamine, 568 
Rheumatoid cutaneous conditions, demonstration 
of tubercle bacilli by method of Ramel in, 
720 
Rhinopharyngitis mutilans or leishmaniosis, 423 
Rhus toxicodendron, new method of immuniza- 
tion. 862 
Ringworm, effect of chlorinated 
water on fungi of toe 
funguses, studies with 
health problems, 77 
of toes in students and dispensary patients, 
715 

Ritter’s Disease: 

infantum 

Robinson, H. M.: 

lymphatic 


variants of familiar dis- 
phenolphthalein eruption ; 
lichen planus; para- 


Rattner, 


of bismuth in 
treatments, *615 


swimming-pool 
ringworm, 568 


reference to public 


See Dermatitis exfoliativa 
Blastomycetic 
extension, *219 
tobinson, L. B.: Favus, 876 
Iododerma, 109 
Periphlebitis nodularis necroticans, 890 
Robinson, S. S.: Case for diagnosis, 910 
Roentgen Rays: See also Radiodermatitis; 
under names of diseases 
dermatitis treated with salt-free 
vitamin-A rich regimen, 880 
milliog volt x-ray, 399 
Ronchese, F.: Transitory baldness of peculiar 
type following trauma, *639 
tosacea of cornea and keratitis, 294 
Rosen, I.: Leukokeratosis of tongue and leuko- 
plakia of buccal mucosa, 435 
Rosenthal, T.: Lymphogranuloma 
292 
Rubber, contact 
adhesive in 
dermatitis of 
lash curler, 
Rulison, R. H.: 
eruption due 
Rusk, G. Y Calcification of 
cutaneous (calcinosis), 
Russell, E. R.: Presence of arsenic in 
preparations, *841 


dermatitis by 


and 


diet and 


inguinale, 
rubber 
*795 


rubber on eye- 


eczema ; 
patch testing, 
eyelids due to 
29909 


cements as 


Tuberculosis, syphilis or an 
to drug, 9, 595 
skin 


and sult 
*510 
bismuth 


tissues 


Sala, A. M.: Bismuth compounds in active 
syphilis; clinical and laboratory study of 
286 cases of cutaneous syphilis, *320 

Sarcoid, 103, 129, 733 

and lupus miliaris faciei in Negro, 455 
lichenoid sarcoid (Boeck): report of case with 
review of literature, 715 
or nodular syphilis, 745 
or syphilid, 430 
Sarcoma, idiopathic multiple hemorrhagic, 
Kaposi, 112, 143, 283 
Kaposi's hemorrhagic, 906 
lupus sarcoma, fatal case, 
melanotic, 750 
on lupus scar, 2: 
pigmented, neurogenic, 734 
Satenstein, D. L Erythrodermia, 
Erythroplasia of Queyrat, *798 
Furunculosis, 126 
Moniliasis, 124 

Saunders, H.: L 
269 

Sayer, A Keratosis palmaris et plantaris, 289 

Scalp. acne necrotica miliaris of scalp, *10 

cutis verticis gyrata and acromegaly, 726 


125 


ymphangioma circumscriptum, 
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Scalp—Continued 
extensive congenital cutaneous defect of scalp, 
408 
gumma (multiple), 897 
melanoma of scalp, 399 
multiple benign epithelioma of, 711 
Sear: See Cicatrix 
Scarlet fever, 719 
nontypical cases 
fever, 86 
Scarpellino, L.: Leishmaniosis or 
yngitis mutilans, 423 
Schamberg, J. F.: Subungual exostosis, 585 
Schamberg’s progressive pigmentary dermatitis, 
255, 73 
Schau!, O. D.: Adenoma sebaceum, 
Scheer, M.: Acanthosis nigricans, 
Dermatitis herpetiformis, 123 
Gumma, 873 
Pityriasis rosea-like 
884 
Pityriasis rosea’? toxic 
derma atrophicans, 884 
Pityriasis rubra pilaris and tertiary syphilis, 
21 
Schiller, A. E.: 
127 
Schmitt, C. I 
vitiligo, *69 
Schoff, C. E.: Case for diagnosis, 868 
Erythema multiforme bullosum, 92 
Schorr, H. C.: Lichen sclerosis et 
(Hallopeau), 440 
Schwartz, H. Discoid lupus erythematous, 
with generalized erythema (disseminated 
lupus erythematosus or toxic erythema from 
gold), 601 
Linear scleroderma, 
Morphea guttata, 138 
Parapsoriasis, 456 
Radiodermatitis, 136 
Sclerema: See Scleroderma 
Scleroderma, 753, 890 
changes of musculature in diffuse scleroderma 
of upper extremity, amputated on account 
of bullous gangrenous erysipelas, 406 
diffuse, associated with morphea, 27: 
following erysipelas, 417 
generalized, 302 
linear, 739 
linear, with hemiatrophy of face, 5 
neonatorum, 78 
pathogenesis of, 722 
serpiginous, 113 
with atrophy, 592 
with pigmentation ; Addison's disease, 75 
Scleropoikiloderma, 866 
Sclerosis, tuberous, 860 
Scrofuloderma: See Tuberculosis, Skin 
Scrotum, recurrent bullous eruption on penis 
and scrotum due to phenolphthalein, 588 
Scull, R.: Prurigo nodularis, 728 
Sebaceous glands; serocystomatosis, 721 
Secretions, Internal: See Endocrine Glands 
Senear, F. E.: Dermatofibrosarcoma of Darier, 
256 
Mycosis fungoides, 446; 
Sarcold, 103 
Schamberg’s disease, 734 
Severac, M.: Therapeutic efficiency of bismarsen 
in experimental syphilis in rabbits; com- 
parison with arsphenamine, *389 
Shaffer. L. W.: Multiple gummas, 578 
Papulonecrotic tuberculid, 577 
Tuberculosis verrucosa cutis, 576 
Shaw, H. C.: Erythema centrifugum annulare 
of Darier, 260 
Excretion of bismuth in series of clinical bis- 
muth treatments, *615 
Shelmire, B.: Contact eczema: rubber cements 
as adhesive in patch testing, *795 
Sidlick, D. M.: Fibroma of eyelid, 130 
Sarcoid, 129 
Silver, H.: Nevus sebaceus, 292 
Noduli cutanei, 880 
Silver: argyria, 264 
argyria from use of 
intranasally, 567 


of exanthem due to scarlet 


rhinophar- 


583 
118, 869 
planus, 


form of lichen 


erythema? poikilo- 
Pityriasis rosea in a Negro, 


Hereditary canities and 


atrophicus 


739 


correction, 761 


colloidal silver iodide 
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Silvers, S. H.: Hydrogen ion concentration of 
topical preparations commonly employed in 
dermatology, *149 

Lichen planus atrophicus and lichen planus in 
sear, 903 

Lichen scrofulosorum, 893 

Lichen scrofulosorum and papulonecrotic tu- 
berculid, 892 

Lupus vulgaris, 903 

Tuberculosis cutis appearing in skin graft, 894 

Skin, absorption; experimental investigations of 

increase and decrease of, 575 

atrophy, 248 

atrophy ; further report on case of idiopathic 
atrophy of skin in patient shown in Decem- 
ber, 1932, 256 

clinical variants of familiar diseases of skin: 
phenolphthalein eruption; pityriasis rosea 
lichen planus; parapsoriasis, *190 

diseases in new world from Oviedo y Valdes, 
1478-1557, *22 

diseases, proteose in treatment of, 403 

diseases, relation to internal secretions, 232 

diseases, results of intradermal tests in cer- 
tain dermatoses and therapeutic effect of 
intradermal vaccines, 236 

functions of skin and their disturbances, 866 

graft, tuberculosis cutis appearing in, 894 

inherent sensitivity of skin to nickel and 
cobalt (allied elements in group VIIL. peri- 
odic system), 400 

measurement of consistency of skin in various 
conditions, 574 


noduli cutanei, 880 

self-sterilizing powers of skin: are they en- 
dowed by surface acid? *526 

sensitization tests, fallacies and merits of, 80 

yeastlike fungi found on skin and in intestines 
of normal subjects; survey of 100 persons, 
*#- 96 


Jods 
Smallpox vaccination; vaccinia, 287 
vaccination; vaccinia of eyelids and conjunc- 
tiva, 77 
Smith, H. J.: Multiple nevi, 755 
Smith, L. M.: Coccidioidal granuloma; report 
of case originating in western Texas, *175 
Societies, foreign, directory of, 146, 306, 458, 
606, 762, 916 
local, directory of, 147, 307, 
national, directory of, 146, 306, 
916 
sectional, directory of, 146, 306, 458, 
916 
state, directory of, 147, 


459, 607, 763, 917 
458, 606, 762, 


606, 763 


307, 459, 607, 762, 
Society TRANSACTIONS: 
Bronx Dermatological Society, 289 
Chicago Dermatological Society, 101, 246, 
725 
Cleveland Dermatological Society, 25 
Dermatological Conference of Mississippi 
Valley, 415 
Detroit Dermatological Society, 127, 284, 576 
Los Angeles Dermatological Society, 412, 904 
Manhattan Dermatologic Society, 1)8, 431, 579 
Minnesota Dermatological Society, 262, 744 
New England Dermatological Society, 277, 749 
New York Academy of Medicine, Section of 
Dermatology and Syphilis, 106, 268, 869 
New York Dermatological Society, 93, 136, 447, 
595, 738 
Philadelphia Dermatological Society, 129, 293 
582, 753 
Pittsburgh Dermatological Society, 287 
San Francisco Dermatological Association, 88, 
867 
Sodium, réle of sodium, potassium, calcium and 
magnesium in cancer, 711 
Solganol, eruption due to, 402 
Sollmann, T.: Excretion of bismuth in series of 
clinical bismuth treatments, *615 
Spectroscopy, clinical spectroscopy: study of 
biopsy material taken from patients receiv- 
ing gold sodium thiosulphate, *790 
Spiegel, L.: 7 


- 
‘ 


Eczema, 272 
Parapsoriasis varioliformis, 268 
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Spinner, G.: Late syphilid simulating dermato- 
phytosis, 290 
Spirochaeta Pallida carriers, 568 
certain unsolved aspects of syphilitic infection 
specially referring to possible existence of 
Spirochaeta pallida carriers, 568 
generalization of syphilitic virus in 
mental superinfection, 574 
in “dry smears,’ 405 
isolation from lesion of gastric syphilis, 79 
reaction of Spirocheta pallida, recurrentis and 
Trypanosoma equiperdum to arsenobenzol 
preparations, 713 
Spirechetes in . brain 
syphilitic rats, 724 
syphilis of stomach, with reference to signifi- 
cance of spirochetes, 571 
syphilitic keratitis in rabbits produced by 
bulbar subconjunctival inoculation with 
spirochetes and distribution of spirochetes 
in tissue, 724 
Spirochetoses, immunologic study of spirocheto- 
ses; cutaneous inoculation with frambesia 
or syphilis followed by intravenous reinocu- 
lation with syphilis or frambesia, respec- 
tively, 244 
sporotrichotic chancre, *61 
Sprue: See Thrush 
Staphylococcus, pleomorphic 
relationships between 
actinomycetes, 234 
Staud, A. H.: Clinical spectroscopy: study of 
biopsy material taken from patients receiv- 
ing gold sodium thiosulphate, *790 
Sterilization, self-sterilizing powers of skin: are 
they endowed by surface acid? *526 
Stevens, R. H.: Case for diagnosis, 286 
Condyloma acuminatum, 128 
Stibbens, F. H.: Dermatitis herpetiformis, 88 
Stillians, A. W.: Acuminate condylomas treated 
by Biberstein vaccine, 105 
Further report on idiopathic atrophy of skin 
in patient shown at December, 1932, meet- 
ing, 256 
Idiopathic atrophy, pseudoscleroderma, 
secondary ‘epithelioma, 105 
Report on case previously presented, 731 
Tularemia, 250 
Stokes, J. H.: Tuberculosis, 756, 
Stokes, J. H., Jr.: Linear scleroderma 
hemiatrophy of face, 583 
Stomach, isolation of Spirochaeta 
lesion of gastric syphilis, 79 
syphilis of stomach with reference to signifi- 
eance of spirochetes, 571 
tubercle bacilli in gastric lavage from 100 
consecutive cases of erythema nodosum, 411 
Stomatitis, 85 
Stookey, P. F Leishmaniosis ; 
mutilans, 423 
Parapsoriasis ; mycosis fungoides, 421 
Tuberculid en plaque, 420 
Strauss, A.: Case for diagnosis, 134 
Streptococcus haemolyticus, ecthyma due to, 102 
vaccine, nitritoid crises following injection of 
antistreptococcus vaccine, 404 
Striae distensae, hypertrophic, *825 
Strickler, A.: Fungicidal properties of certain 
clinically recognized fungicides; laboratory 
determinations using the Strickler-Borneman 
apparatus and the Henal vacuum vaporizer, 
*836 
Strickler-Borneman apparatus, fungicidal prop- 
erties of certain clinically recognized fungi- 
cides; laboratory determinations using the 
Strickler-Borneman apparatus and the Henal 
vacuum vaporizer, *836 
Strousse, J. L.: Onychomadesis 
lichen planus, 133 
Sulzberger, M. B.: Drug eruptions; 
eczematosa due to drugs, *461 
Erythroplasia uf Queyrat, *798 
Ragweed dermatitis; report of 2 cases, *223 
Sutton, R. L.: Granuloma inguinale, 418 
Pseudoxanthoma elasticum, 419 
Swartz, J. H.: Parapsoriasis or 
syphilis, 277 


experi- 


and internal organs of 


showing 
and 


organism 
staphylococci 


with 


with 


pallida from 


rhinopharyngitis 


due to acute 


dermatitis 


congenital 
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erythema caloricum 
reaction to heat 
dyshidrosis); heat 


Sweat and Sweat Glands; 
associated with remote 
(neurodermatitis and 
allergy, *168 

hidradenitis axillaris, radiation therapy of, 721 

hidrosadenitis axillaris of Verneuil, *609 

nervous disturbances in “epidemic miliariform 
exanthem or miliary sweating’ in children, 
” 


Sweitzer, S. E.: Lichen nitidus, 266 
Lymphangioma circumscriptum, 747 
Morphea, 747 
Nevus pigmentosus et papillomatosus 

underlying inflammation, 748 
Porrigo amiantacea, 746 
Swimming pool water, effect of chlorinated 
swimming pool water on fungi of toe ring- 
worm, 568 
Syphilid, anorectal 
colliquativa, 746 
late syphilid simulating dermatophytosis, 290 
nodular syphilid with periostitis of both 
tibiae, 123 
or sarcoid, 430 
secondary syphilid recurring under treatment, 
285 
tertiary syphiloderm; glandular tuberculosis, 
4 9 


with 


syphiloma or tuberculosis 


Syphilis, amyotrophy due to, 78 
cardiovascular, bismuth in, 80 
cardiovascular, effect of specific treatment on 
prognosis, *1 

cardiovascular, in boy, 81 

certain unsolved aspects of syphilitic infection 
specially referring to possible existence of 
Spirochaeta pallida carriers, 568 

congenital, 76, 247 

congenital, and disseminated condensing bone 
centers and congenital syphilis, 405 

congenital, in bones, stigmas of, 85 

congenital, late, with extensive scarring 
exophthalmos, 742 

congenital, latent, diagnosis of, 866 

congenital, or parapsoriasis, 277 

control, some practical problems, 231 

development of congenital syphilitic children 
and healthy children of syphilitic mothers 
406 

electrocardiographic finding in primary and in 
very early secondary syphilis, 232 

experimental, attempted immunization of rab- 
bits against, *843 

experimental, contact infection of rabbits in 
569 

experimental, hot baths in, 229 

experimental, in rats: reinoculation of syphi- 
litie rats, 245 

experimental, in rats; spirochete content of 
internal organs of syphilitic rats, 245 

experimental, reaction of standard breeds of 
rabbits to, 714 

experimental superinfection, generalization of 
syphilitic virus in, 574 

experiments demonstrating that acquired 
munity in syphilis is not dependent 
allergic inflammation, 78 

extragenital syphilitic infections of 6 members 
of 1 family, 409 

frequency in diseases of digestive system, 83 

hereditary, cerebrospinal, 422 

immunologic study of spirochetoses ; cutaneous 
inoculation with frambesia or syphilis fol- 
lowed by intravenous reinoculation with 
syphilis or frambesia, respectively, 244 

influence of reticuloendothelial “‘blockade”’ and 
splenectomy upon experimental trypanoso- 
miasis and syphilis and chemotherapeutic 
properties of arsphenamine and neoarsphen- 
amine, 568 

iron reaction in paretic neurosyphilis, 713 

multiple telangiectases (macular) associated 
with syphilis, 295 

nephrosis due to, 84 

nitritoid crisis due to bismuth, report of case, 
*780 

nodular syphilis or sarcoid, 745 

nodulo-ulcerative tertiary syphilis of | 

peripheral vascular disease due to, 71 


and 


im- 
upon 


egs, 265 
” 
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Syphilis—Continued 
pityriasis rubra pilaris in 
syphilis, 450 
productive-cicatricial syphilitic disease of pul- 
monary artery, 400 
latent, and inoculation of lymph glands, 721 
latent; granuloma inguinale; latent syphilis; 
gonorrheal urethritis, 912 
luetin reaction, diagnostic value of, *353 
luetin reaction, effect of iodides on organic 
luetin reaction, *153 
lungs, 84 
lupus erythematosus and syphilis, 741 
malaria therapy, effect of malarial treatment 
on neurosyphilis (possibility of demonstrat- 
ing effectiveness of treatment by means of 
epinephrine probe test). 865 
malaria treatment of neurosyphilis, 861 
prognosis of negative reactions of spinal fluid 
in syphilis, 84 
reinfection, unusual cases, 242 
rupioid syphilis, 440 
secondary, and arsenical dermatitis, 267 
serodiagnosis; standardization of complement 
fixation test, 570 
seronegative primary syphilis and 
granuioma inguinale, 590 
spircchete content of brain and internal or- 
gans of syphilitic rats, 724 
stomach, with reference to 
spirochetes, 571 
tabetic syndrome: trophic disturbances; 
plantar perforating lesions; analgesic pseu- 
dowhitlows of fingers in girl 6 years old; 
hereditary syphilis, 82 
tertiary, 742 
tertiary active syphilis in men and women 
according to records of government venereal 
institute at Moscow, 243 
tertiary, and pityriasis rubra pilaris, 121 
transmission by transfusion, 568 
Treatment: See also Arsphenamine; Bismuth ; 
etc. 
treatment; bismarsen in experimental syphilis 
in rabbits; efficiency compared with ars- 
phenamine, *389 
treatment; bismuth compounds in _ active 
syphilis; clinical and laboratory study of 
286 cases of cutaneous syphilis, *320 
treatment; brief review, fever therapy in 
neurosyphilis, *309 
treatment; chemotherapeutic action of soluble 
arsphenamine preparation, 864 
treatment ; colloidal mercuric sulphide ; 
study, *475 
treatment; differential effects of 
mine and tryparsamide, 231 
treatment; excretion of bismuth in series of 
clinical bismuth treatments, *615 
treatment, inadequate, 84 
treatment ; method to introduce larger amounts 
of arsphenamines into central nervous sys- 
tem, 712 
treatment of neurosyphilis with herpes virus 
and of malaria with nonspecific protein, 721 
treatment of neurosyphilis, review of results 
in 680 patients, 571 
treatment with hyperpyrexia 
diathermy, 232 
tuberculosis or eruption due to drug?, 595 
ulcer of leg; localization as point of differ- 
ential diagnosis in syphilis and yaws 
endemic countries, *44 
ulcers of leg due to, 78 
vascular permeability of, 569 
vital reactions of pulp of teeth in 
produced by induced currents, *163 
Wassermann reaction in untreated syphilis, 
713 
with disappearance of meningeal symptoms 
after appearance of multiple gummas, 433 
Syphiloderm: See Syphilid 
Sypvhiloma: See Gumma 
Syringoma, 889 
of chest and abdomen, 599 
Syringomyelia in child 22 months old, 420 


man with latent 


lympho- 


signifi-ance of 


clinical 


arsphena 


produced by 


syphilis 
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Tabes, tabetic syndrome; trophic disturbances ; 
plantar perforating lesions; analgesic pseu- 
dowhitlows of fingers in girl of 6; hereditary 
syphilis, 82 

Tannenholz, H.: Erythema caloricum  asso- 
ciated with remote reaction to heat (neuro- 
dermatitis and dyshidrosis); heat allergy, 
*168 

Tar, Cancer due to: See under Cancer 

Teeth, vital reactions of pulp of teeth in syphilis 
produced by induced currents, report of 
110 cases, *163 iy, 

Telangiectases associated with chronit cardiac 
disease, 299 

due to roentgen therapy, fibrosis of chest and 
possible malignancy of right mammary 
gland, 729 

haemorrhagica hereditaria (Osler), 866 

multiple telangiectases (macular) associated 
with syphilis, 295 

of sides of neck in a woman, 580 

Templeton, H. J.: Case for diagnosis, 88 

Effect of iodides on organic luetin reaction, 
*153 

Granuloma of gum, 91 

Parapsoriasis, 89 

Testis, penile lesion associated with tuberculosis 
of testis, 447 

Thallium acetate, intoxication from thallium 
acetate (encephalitis) with recovery, 913 

epilation, modification of, 241 

histologic lesions of central 
following experimental intoxication 
thallium, 239 

thallotoxicosis outbreak, 
860 

Thrombo-anglitis obliterans, advances in diag- 

nosis and treatment, 570 

obliterans, peripheral vasoconstriction by 
tobacco and its relation to thrombo-angiitis 
obliterans, 571 

Throne, B.: Erythema annulare centrifugum, 
452 

Thyroid, circumscribed myxedema 
with hyperthyroidism, 237 . 

pigment in nails during hyperthyroidism, 232 
Tic as result of muscular gumma, 865 
douloureux, unusual dermatosis following sec- 
tion of fifth cranial nerve, *369 
Tinea, chronic lymphangitis due to tinea, 448 
lymphangitis complicating tinea, 900 

Tobacco, peripheral vasoconstriction by tobacco 
and its relation to thrombo-angiitis ob- 
literans, 571 

Tolmach, J. A.: Epidermophytids and tricho- 
phytin reaction, *560 

Purpura annularis telangiectodes ; 
case with autopsy, *384 

Tolman, M. M.: Erythema induratum; diabetes 

mellitus, 282 
Erythema multiforme dermatitis factitia; ac- 
quired epidermolysis bullosa, 281 

Tongue, bismuth pigmentation of buccal mucosa; 
healed carcinoma and gumma of tongue, 
588 

gummas of tongue, with beginning malignancy, 


nervous system 
with 


1932, in California, 


associated 


report of 


leukokeratosis of tongue and leukoplakia of 
buccal mucosa, 435 
lymphogranuloma inguinale of tongue and 
cervical glands; report of case, *810 
Oidium albicans infection of tongue, rare form 
of, 240 
tuberculous laryngitis with tuberculoma of 
tongue (tuberculous fissure), 132 
Tonsils, syphilis; extragenital syphilitic infec- 
tions of 6 members of 1 family, 409 
Traub, E. F.: Blue nevus, 599 
Calcified milia, 597 
Case for diagnosis, 744 
Chronic lymphangitis due to tinea, 448 
Dermatitis exfoliativa, 140, 274 
Epidermophytids and trichophytin reaction. 
*560 
Foreign body tumor (paraffinoma), 872 
Granuloma annulare, 452 
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Traub, E. F.— Continued 
Lichen planus; radiodermatitis ; 
titis atrophicans, 740 
Lupus erythematosus, 144 
Lupus erythematosus pemphigoides, %4 
Lymphangitis complicating tinea 900 
Monilia infection of mouth, 602, 880 
Moniliasis, 744 
Multiple angioma (blue nevus), 113 
Parapsoriasis varioliformis, 451 
Radiodermatitis, 117 
Xanthoma tuberosum multiplex, 603 
Treatment by method rather than 
[W. A. P.] 397 
Treponema Pallidum: See Spirochaeta Pallida 
Trichophytin reaction and epidermophytids, *560 
Trophedema of Meige-Milrov, 719 
Troxell, E. C.: Case for diagnosis, 128 
Trypaflavine, persistent hypersensitivity to light 
after intravenous injections of trypaflavine, 
236 
Trypanosoma equiperdum, reaction of Spirocheta 
pallida, recurrentis and trypanosoma equi- 
perdum to arsenobenzol preparations, 713 
Trypanosomiasis, influence of reticuloendothelial 
“blockade’’ and splenectomy upon experi- 
mental trypanosomiasis and syphilis and 
chemotherapeutic properties of arsphena- 
mine and neoarsphenamine, 568 
Tryparsamide, differential effects of arsphena 
mine and tryparsamide, 231 
transmissibility of tryparsamide-resistance 
through glossina, 401 
Tubercle Bacilli, analysis of Loewenstein’s 
method for isolating tubercle bacilli from 
blood, 233 
attempts to cultivate from blood in _ tuber- 
culosis of skin by Léwenstein’s method, 407 
culture by Léwenstein method, *35 
culture from lupus lesions of patients under 
Gerson - Hermannsdorfer - Sauerbruch diet, 


acroderma- 


diagnosis, 


410 
cultivation from blood in tuberculosis of skin, 
0 


demonstration by method of Ramel in rheu- 
matoid cutaneous conditions and in lupus 
erythematosus, 720 
demonstration of tubercle bacilli in circulat- 
ing blood by Lowenstein’s method in vari- 
ous forms of tuberculosis of skin, lupus 
erythematosus and granuloma annulare. 575 
occurrence in gastric lavage from 100 con- 
secutive cases of erythema nodosum, 411 
Tuberculids: See under Tuberculosis, Skin 
Tuberculin patch test, 567 
Tuberculoma, tuberculous laryngitis with tuber- 
culoma of tongue (tuberculous fissure), 132 
Tuberculosis, Skin, 286 
case for diagnosis, 756, 757 
colliquativa or anorectal syphiloma, 746 
erythema nodosum in primary extrapulmonary 
tuberculosis, 411 
Herrmannsdorfer-Sauerbruch diet in treatment 
of, 410 
Herrmannsdorfer-Sauerbruch-Gerson diet, cul- 
ture of tubercle bacilli from lupus lesions 
of patients under Gerson-Hermannsdorfer- 
Sauerbruch diet, 410 
lichen scrofulosum and papulonecrotic tuber- 
culid, 892 
miliary tubercles in skin in miliary tubercu- 
losis, 86 
or lupus vulgaris, 253 
penile lesion associated with 
testis, 447 
probable pulmonary 
erythematosus, 293 
rare cases presenting progressive idiopathic 
atrophy of skin simultaneously with cancer 
of skin, scrofuloderma and parapsoriasis 
lichenoides, 409 
relationship between lupus erythematosus and 
tuberculosis, critical review based on 
autopsy, *765 
serum reaction (Wassermann, 
Sachs-Georgi) in, 406 
syphilis or eruption due to drug, 595 


tuberculosis of 


tuberculosis and lupus 


Kahn and 


Usher, B.: 


Vaccines, 


Valade, C. K.: 
Van Dyck, D. S.: 


van Rhee, G.: 
Varicella: 
Varnish, outbreak of dermatitis in cotton mills 


Vero, F.: 


Vincent’s Disease: 
Vitamin A deficiency, new cutaneous manifes- 
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Tuberculosis, Skin—Continued 
tertiary syphiloderm; glandular tuberculosis, 
912 


tuberculid, 428 
tuberculid en plaque, 420 
tuberculid or lichen nitidus, 290 
tuberculid, papulonecrotic, 577, 745 
tuberculid; rosacea-like tuberculid of Lewan 
dowsky, 119 
tuberculids, new type; ulcerous tuberculids, 
R5 
tuberculids;: papulonecrotic, associated with 
active tuberculosis, 588 
tuberculids; papulonecrotic, associated with 
erythema induratum and livedo racemosa, 
118 
tuberculous infection with erythema nodosum, 
238 
tuberculous laryngitis with tuberculoma of 
tengue (tuberculous fissure), 132 
tuberculous, ulcerating lesion of perianal re 
gion, 432 
verrucosa cutis, 120, 576 
verrucosa cutis or psoriasis, 883 
Tularemia, 250, 287 
roentgen treatment of primary lesion of tular- 
emia, *557 
Tulipan, L.: 
269 
Tumors : 


Lymphangioma_ circumscriptum, 


See also under Cancer; Sarcoma; etc. 


Ulcers, aphthous ulcers caused by nuts (black 
walnuts), 427 
leg; localization as point of differential diag- 
nosis in syphilis and yaws endemic coun- 
tries, *44 
rodent, treatment of, 717 
syphilitic leg ulcers, 78 
ulcerating lesion of perianal region, 432 
unusual dermatosis following section of fifth 
cranial nerve, *369 
Urethritis, granuloma inguinale; latent syphilis ; 
gonorrheal urethritis, 912 
Uric Acid and eczema; uricacidemia and renal 
elimination of uric acid in patients treated 
with uric acid, 573 
psoriasis and gout, 720 
Urine, specificity of urinary proteose, 403 
Urticaria, allergic character of cold urticaria, 
408 
factitia, investigations concerning congela- 
tion urticaria and urticaria factitia, 241 
investigations concerning congelation urticaria 
and urticaria factitia, 241 
rapulosa, 131 
papulosa with notes of 14 cases with unusual 
history, 238 
pigmentosa beginning in adult, 450 
Psoriasis of mucous membranes ; 
report of 2 cases with review of literature, 
*488 


results of intradermal tests in cer- 

tain dermatoses and therapeutic effect of 

intradermal vaccines, 236 

Folliculitis decalvans, 286 
Dermatitis exfoliativa follow- 
ing injections of gold compound, 108 

Hydroa vacciniforme, 890 

Case for diagnosis, 284 

See Chickenpox 


due to varnish, 714 

Fox-Fordyce disease, 890 

Scleroderma (diffusum, associated with mor- 
phea), 273 

Tuberculosis verrucosa cutis (?); 
(?) 


(?), 88% 


psoriasis 
See Angina 
tation in syndrome of vitamin A deficiency, 


*700 
D in treatment of acne vulgaris, 861 


Vitiligo and hereditary canities, *697 


clinical and histologic study, with consider- 
ation of pinta, *497 
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Vitiligo—Continued 

from arsphenamine dermatitis and from 
arsenic of unknown origin: arsenic findings 
in blood, urine and skin, *642 

grenz ray treatment, 720 

leukoderma, 408 

leukoderma syphiliticum, generalized, 122 

successful treatment, *215 


Wakerlin, G. E.: Attempted immunization of 
rabbits against experimental syphilis, *843 
Wallhauser, H. J. F.: Folliculitis ulerythema- 
tosa reticulata, 431 
Wander, W. G.: Lichen planus, 576 
Wassermann Reaction: See also Syphilis 
of human milk, 87 
Waugh, J. F.: Macular atrophy, 101 
Mycosis fungoides, 104 
Weber, L. F.: Clinical variants of familiar dis- 
eases of skin; phenolphthalein eruption; 
pityriasis rosea; lichen planus;  para- 
psoriasis, *190 
Weidman, F. D.: Generalized scleroderma, 302 
Granuloma inguinale, 300 
Juvenile elastoma, *182 
Multiple chancres on lips and genitalia, 302 
Pellagra, 301 
Telangiectases associated with chronic car- 
diac disease, 299 
Vincent’s infection of mucous membrane, 300 





Weise, E. C.: Case for diagnosis, 891 
West, C. O.: Darier’s disease, 420 
Pemphigus, 420 
White, C. J.: Dermatitis herpetiformis treated 


with heat therapy, 728 
White-Spot Disease: See Morphea guttata 
Wieder, L. M.: Malignant erythrodermia, 436 
Wien, M. S.: Intradermal treatment of lympho 
granuloma inguinale; preliminary report, 
Macular atrophy (syphilitic?), 445 
Onychogryphosis, *807 
Tuberculosis of skin: lupus vulgaris? 253 
Williams, C. M.: Discussion on epidermophytids 
and trichophytin reaction, *560 
Report on case of elephantiasis of leg, 145 
Xanthoma tuberosum multiplex, 603 
Wise, F.: Bromoderma, nodular, 744 
Case for diagnosis (fibroma with an ecchy- 
motic ring), 892 
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Wise, F.—Continued 
Drug eruptions; dermatitis eczematosa due to 
drugs, *461 
Keloid or hypertrophic scar, 598 
Lichen nitidus, 739 
Mycosis fungoides, 121 
Penile lesion associated with tuberculosis of 
testis, 447 
Pigmentation of neck; nodular nevoid lesions 
of thigh, 739 
Pityriasis rubra pilaris, 743 
Pityriasis rubra pilaris in man with latent 
syphilis, 450 
Sarcoid and lupus miliaris faciei in Negro, 
deo 
Syringoma of chest and abdomen, 599 
Telangiectases of sides of neck, 580 
Tertiary syphilis, 742 
Urticaria pigmentosa beginning in adult, 450 
Wolf, C.: Dermatitis herpetiformis, 878 
Leukemia cutis associated with lymphatic leu- 
kemia, 869 
Wright, C. S.: Acrodermatitis chronica atro- 
phicans, 759 
Adenoma sebaceum 583 
Bismuth pigmentation of buccal mucosa; 
healed carcinoma and gumma of tongue, 
588 
Nodulo-ulcerative gumma of knee simulating 
lupus vulgaris, 584 
Recurrent bullous eruption on penis and scro- 
tum due to phenolphthalein, 588 
Urticaria papulosa, 1: 
Wrong, N. M.: Pustular psoriasis, *682 


Xanthoma tuberosum multiplex, 603 
multiplex, 425 
Xeroderma pigmentosum with multiple epi- 
theliomas, 426 


Yaws: See Frambesia 


Zeisler, E. P.: Sarcoma, pigmented (neuro- 
genic), 734 
Schamberg’s progressive pigmentary derma- 
titis, 255 
Tularemia, 250 
Zona: See Herpes Zoster 
Zoster: See Herpes Zoster 














